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HINSDALE SANITARIUM AND HOSPITAL 


FINDS MEALPACK FOOD SERVICE 


ELIMINATES FOOD TEMPERATURE PROBLEMS 





and Hospital, Hinsdale, lil. 


**MEALPACK has completely eliminated 


Student Nurse Ira Hansen serves a Mealpack Meal to patient at Hinsdale Sanitarium 


patients’ food complaints...”’ 


Hospitals equipped with the Mealpack Food Service System agree 
with this statement. SO...GO MODERN, GET MEALPACK! Join the 
hundreds of coast-to-coast hospitals enjoying the advantages and sav- 
ings of Mealpack’s unique vacuum-seal! Here are examples of the many 
who have installed or contracted for Mealpack Systems during recent 


months: 
No. PT's 
SERVED BY 
NEW HOSPITALS MEALPACK 


Aliquippa Hospital, Aliquippa, Pa.......100 
Battle Creek Osteopathic Hospital, Mich.. 52 
Citizen's Memorial Hospital, 

Victoria, TeRnas.cccccccccsccccccccccce 65 
Eugene DuPont Memorial Convalescent 

Hospital, Wilmington, Del.. 
Fort Worth Osteopathic Hospital, Texas.. 75 
Gratiot Community Hospital, Alma, Mich.. 86 
Hamilton Memorial Hospital, Dalton, Ga.. 76 
Holy Cross Hospital, Fort Lauderdale, Fla.136 
Home for Aged Lutherans, 

Wauwatosa, Wis... .scccceesereecs 5 
Johnson County Hospital, Franklin, Ind... 
Medical Center, Washington, D. C... 
Milwaukee County General Hospital 
Piedmont Hospital, Atlanta, Ga... . 
Saint Jude's Hospital, Fullerton, Calif.. 
E. G. Williams Hospital, Richmond, Va....430 
Wyoming Valley Hospital, 

Wilkes-Barre, Pa...eseeeseeeeeeeeee 100 











CONVERSIONS 

Altoona Hospital, Altoona, Pa.......+.. 82 
Atlantic City Hospital, N. J.........006. 125 
Ball Memorial Hospital, Muncie, Ind......360 
Barksdale Air Force Base, la........ oo0lté 


Burlington Hospital, Burlington, la........150 
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No. PT's 
SERVED BY 
CONVERSIONS (cont'd) MEALPACK 


Connecticut State Hospital, Russell Hall, 
Middleton, Conn... ....seseeeeeeees 105 
Cooper Hospital, Camden, N. J......+++ 423 
Essex County Sanatarium, Verona, N. J... 100 
Gordon Crowell Memorial Hospital, 
Lincolntown, N. C....ccceccceccccece 150 
Hillcrest Medical Center, Tulsa, Okla.....456 
Jane Lamb Memorial Hospital, Clinion, la.100 


Kennestone Hospital, Marietta, Ga......150 
Lutheran Hospital, Fort Wayne, Ind...... 256 
Maxwell Air Force Base, 

Montgomery, Ala... ...--eeeeeeeeee 250 
Memorial Hospital for McHenry County, 

Woodstock, lil... ..ccccccccccccccces 70 
Methodist Hospital of Brooklyn, N. Y.....375 
Nassau Hospital, Mineola, N. Y......... 326 
National Naval Medical Center, 

Bethesda, Md... ...ccccccccccccecs 48 


Norton Memorial Infirmary, Louisville, Ky.. 280 
Orange Memorial Hospital, 


Crbamde, Fid.cccccccccccvccccccccece 375 
Orlando Air Force Base, Fla........+.++ 70 
Osteopathic Hospital of Kansas City, Mo..100 
Shaw Air Force Base, S. C.....---+++0+ 50 
Springfield City Hospital, Ohio......... 150 
Suburban Hospital, Bethesda, Md....... 75 
Swedish Hospital, Seattle, Was........ 384 


University of Alberta, Edmonton, Canada. 538 


© Mealpack 


MEALPACK CORPORATION ©: EVANSTON, ILL. 


WRITE for the Mealpack story and a list of installations near 
are ready to show you how a Mealpack installation 
hospital can earn $150-per-bed-per-year benefits—or : 
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MEALPACK CONTAINER 
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MEALPACK MULTI-vUTY 





f 






hot 


TRAY SETTING TABLE 
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Small Hospitals’ Clinic 


Do people KNOW about your hospital? 


Try a Public Relations Audit 


by Talton L. Francis 


™ SOMETIME AGO a visitor from an- 
other town (whose husband was 
confined in our hospital; a victim of 
a car accident) remarked to me, 
“What a lovely hospital you have; 
the people of your town must surely 
be proud of it. It will inconveni- 
ence me but I am going to keep my 
husband here until he is well; 
rather than carry him back to the 
hospital in my home town.” 

Many an administrator would sit 
back and throw out his chest over 
such a compliment. I admit that her 
remark made me proud; proud that 
this lady, a stranger, had such a 
good opinion ‘of us. Instead of 
throwing out my chest, however, I 
wanted to shrink inside; the 
thoughts that were running through 
my mind were embarrassing me. 

I asked her what was the differ- 
ence between our hospital and the 
hospital in her town. She related 
several reasons; these made me 
shrink even more. I further in- 
quired how she knew so much 
about our hospital. I felt smaller 
still, when she said that one of our 
staff members had offered to show 
her through the hospital and she 
had accepted the invitation. 

Making what I thought was my 
last effort to throw off this guilty 
feeling, I asked if the hospital in 
her town did not also have some 
of the facilities, equipment and staff 
such as she had seen here. I got 
the answer that I was hoping I 
would not hear; it would have made 
almost anyone proud to be a part of 
this “wonderful hospital she had 
discovered;” proud of everyone who 
worked here—of every ounce of 
sweat and.-toil that had gone into its 
being and organization. But it made 
me realize that I had “missed the 
boat”, like the hospital administrator 
in her own home town. 

I knew that I had failed to carry 
out one of the most important duties 
of the administrator. Part of her 
answer to my question is still ring- 
ing in my ears and will be long re- 
membered. It went something like 





Mr. Francis is the administrator of Beau- 
regard Memorial Baptist Hospital, De Rid- 
der, Louisiana. 


this, “I don’t really know whether 
it has facilities like your hospital 
or not, because most people go to the 
charity hospital in New Orleans. 
However, my home town hospital 
is nothing like yours. This is one of 
the best small hospitals that I have 
ever seen, and probably is as good as 
most of the large ones.” That last 
phrase made me feel better inside 
because I knew that this was true. 
I wondered if the people of this 
town knew what this lady had told 
me; knew what equipment and fa- 
cilities we had. I knew that we 
could do almost anything that the 
large hospitals could do. I also 
knew a few people who had gone to 
a larger city to receive services that 
we could have rendered just as 
well. 


Public Did Not Know 


We had not told people in our 
town what our hospital had done 
nor what it could do. Neither had 
the hospital administrator in this 
lady’s home town, a_ consoling 
thought but also a depressing one. 
How many other administrators of 
small hospitals are guilty of the 
same fault? I tried to ease my con- 
science by recalling that we hold 
open house every year to let the 
public see the facilities we have 
for their convenience and to help 
them in time of illness. About the 
same people came every year (I 
got out our guest book and checked 
the names in my last effort to make 
myself think I had done a good job 
as far as public relations were con- 
cerned. Sure enough—there, in 
black and white, were the same 
names year after year—people who 
came because they have an interest 
in the hospital, and would come to 
our small hospital, in sickness, any- 
way). But what about all the other 
people in this area—what about the 
people in our neighboring cities— 
had they heard of our hospital? Per- 
sonally, I think our hospital is the 
best (not just one of the best) 
small hospital on God’s_ green 
earth. I also think it is as good, and 
can do almost anything that a large 
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INDIVIDUALLY WRAPPED 
10 M (1 case) 5.40 per M 
4 cases or over 4.75 " 





disposable Unwrapped Flex-Straws now packed 
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hospital can do. We have the equip- 
ment and facilities equal to those 
in the large hospitals and our medi- 
cal staff is as competent as any any- 
where. 


Public Relations Audit 


Since talking to this lady, I have 
made every effort to “tell the world” 
about the Beauregard Memorial 
Baptist Hospital. But before doing 
this, I made a Public Relations Au- 
dit. Here is the audit I made—things 
that would be well for all hospital 
administrators to think about: 


- a 


- a 


Have I encouraged the med- 


ical staff members to show. 


visitors and patients through 
our hospital—regardless of 
their position or influence in 
our community? 


. Have I, personally, extended 


the same invitation? 

Have there been newspaper 
articles and pictures, in the 
local papers, of new facilities 
and equipment acquired? 


. Have we made an attempt to 


have the same in the papers of 
the other cities that surround 
us? 



















*The O.E.M. Meter 
Mask accurately ad- 
ministers desired 


oxygen concentrations, from 45% to 
100%. This clinically proven model 
has automatic inspiratory and expira- 
tory valves that eliminate rebreathing 
to prevent CO, build-up. 


Write us for other 
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c. Have we attempted to have 
human interest stories pub- 
lished about particular patients 
(with their permission, of 
course). 

3. a. Have we tried to make com- 
plete use of the facilities and 
equipment we have? 

b. Are we trying to acquire new 
ones as needed? 

4. a. Have we asked the family 
physician to encourage the 
specialists to come to our hos- 
pital, rather than have the pa- 
tient go to the specialists? 

b. Have we attempted to make 
the public aware of the ability 
of our local physicians (with- 
in the principles of strict med- 
ical ethics, of course) ? 

c. Have we attempted to make 
the public aware of the ability 
of our hospital personnel (we 
would also have to adhere to 
strict hospital ethics) ? 

The results have been encourag- 

ing. Our hospital is gaining the 








recognition and reputation it so 
well deserves. The main reason why 
so many small hospitals remain 
small—and the large ones continue 
to grow larger—is because the pub- 
lic is not aware of the capacity of 
the small hospitals and assumes the 
capacity of the large ones. If each 
and every small hospital adminis- 
trator would educate the public ‘o 
expect the same service of his hos- 
pital that they expect of the large 
hospital and put forth every effort 
to fulfill this expectation, then in a 
few years our small hospitals would 
also become large. People will go 
where they can receive the best 
service—be it medical facilities or 
anything else they need. 8 
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Small Hospital Essay 

Contest Announced 

= Mr. Maxwell Hughes, Chair- 
man of the Board of Capitol Hos- 
pital in Milwaukee, a 35 bed in- 
stitution, has announced an essay 
contest for students in hospital 
administration on dealing with 
administrative aspects of small 
hospitals. 

In sponsoring this contest, Mr. 
Hughes said that Capitol Hos- 
pital hopes to stimulate a greater 
interest in the administration and 
management of small hospitals 
and to bring to students in hos- 
pital administration a _ greater 
awareness of the necessity of in- 
cluding small hospitals in the 
pattern of health care in the 
United States and Canada. 

The contest is to be known as 
the Malcolm T. MacEachern Me- 
morial Essay Contest and a prize 
of $250 will be awarded in con- 
nection with Malcolm T. Mac- 
Eachern Memorial Day on Aug- 
ust 16, 1957. 

Deadline for the contest is July 
L 

Essays should be between 1,500 
and 2,500 words in length, type- 
written on one side of the paper 
and should deal with some aspect 


of the administration of a small 
hospital (100 beds or less). 

All manuscripts should be for- 
warded to Charles U. Letour- 
neau, M.D., Editorial Director, 
Hospital Management Magazine, 
105 West Adams Street, Chicago 
3, Illinois. 

A special committee of judges 
will be appointed later to evalu- 
ate the manuscripts. * 





Procedure to Reduce Baby 
Mix-Ups Suggested 

™ A PROCEDURE WHICH would reduce 
the problem of baby mix-ups in 
hospital nurseries “to the vanish- 
ing point” was described in an edi- 
torial in the September 22 Journal 
of the American Medical Associa- 
tion. 

Although confusion sometimes 
leads to giving the wrong baby a 
harmless prescription, it rarely 
leads to the actual exchange of ba- 
bies, the editorial said. However, 
this can still happen under present 
identification methods. 

Confusion sometimes arises be- 
cause two mothers in the hospital 
at the same time have the same 
surname; because a single identifi- 
cation becomes detached from the 





baby, or because parents “get to 
wondering after they leave the 
hospital how the attendants main- 
tained the identity of the babies,” 
the editorial said. 

Because photographs, footprints, 
handprints and fingerprints cannot 
be considered reliable as the sole 
means of identifying the newborn 
infant, the A.M.A. advocates that 
hospitals adopt the following pro- 
cedure for identifying newborn ba- 
bies. 

Each baby should be marked in 
the delivery room with two iden- 
tification items which carry the 
mother’s full name, date and time 
of birth and some correlation with 
the mother such as her fingerprint. 
Each time the baby comes to the 
mother, she should be informed 
that it is her responsibility to iden- 
tify her baby by the marking, the 
editorial said. 

When the baby and mother are 
discharged, one of the bands should 
be removed, preferably by the 
mother. After she has properly 


identified her baby, the removed 
identification should be pasted to 
the baby’s chart. The mother should 
then acknowledge in writing that 
this is how her baby was marked 
and that she identified it as hers. = 
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How’s Business 










































































® IN THE MANY YEARS that “How’s Business” has 
been surveying the accounting practices of the 
hospital field we have been surprised sometimes 
to discover some fundamental deficiencies in the 
way that some hospitals run their accounting de- 
partments. 

Last month was an example. We asked how 
many hospitals maintain an accounting procedures 
manual which explains the operation of the ac- 
counting system. 

Only 47% of our sample reported that they 
have such a manual. 

Of the remaining 53% however, some reported 
that they adjust their accounting procedures to 
conform to the practices recommended by the 
American Hospital Association. 

In those hospitals with no manuals we wonder 
how they maintain uniformity in their accounting 
departments. * 
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The use of leg 
compression prophylaxis 
with T. £. D. Elastic 
Stockings as standard 
procedure* has reduced 
the expected incidence 
of fatal pulmonary 


embolism by as much 


as 65% (at a cost of less 


than 3¢ per bed day). 


D. 





elastic stockings 
save lives 


MAIL COUPON FOR FULL REPORT 


*Except in cases of ischemi lar di of 
the legs in which use of the stockings 
is contraindicated. 





Bauer & Black R h Laboratories 
Dept. HM-5, 309 W. Jackson Bivd., Chicago 6, Ill. 





Please send complete literature on the new leg compres- 
sion prophylaxis using T.E.D. Elastic Stockings. 








T.E.D. ELASTIC STOCKINGS 


[ Coauer & BiAck) | 


Division of The Kendall Company 
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Hospital Accounting 


with Professor T. LeRoy Martin 


Funded Depreciation 


Inquiry: I recently read that a cor- 
poration did not expect to bor- 
row much in the future for ex- 
pansion of plant capacity, but 
rather to expand from retained 
earnings and from funds pro- 
vided by depreciation. How can 
depreciation provide funds? 


Comment: On the surface it appears 
impossible for a wasting away proc- 
ess like depreciation to provide 
funds. However what a writer has 
in mind when he speaks of funds 
provided by depreciation is a some- 
what different concept from that of 
depreciation in its physical form. 
All funds provided for the use of an 
organization must come from con- 
tributions of capital, loans, sale of 
assets already owned, or from the 
excess of income over expenses. 
This concept of funds applies to 
hospitals as well as to profit-mak- 
ing business concerns. The excess 
of income over expenses, or net in- 
come, provides funds in the form 
of cash or other assets such as re- 
ceivables which will be realized in 
cash. The net income is the excess 
of income over expenses including 
depreciation on all depreciable as- 
sets. The amount of the total ex- 
penses represented by depreciation 
is a charge against income which 
requires no outlay of cash or other 
kind of working capital. It requires 
no outlay of cash because it repre- 
sents a charge off to expense of part 
of the cost of a fixed asset which 
was acquired earlier. Since it does 
not require the use of any work- 
ing capital it will be apparent that 
net income has been reduced below 
the amount of excess income over 
those expenses which required the 
using up of working capital funds. 
The excess income represented by 
the depreciation charge has been 
realized in the form of cash or other 
working capital item and it is in 
this sense that depreciation has 
provided funds for the replacement 
of fixed assets or the acquisition 
of new ones. Actually it was the in- 
come from services rendered that 
produced the funds. 

Some people argue that it is not 
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necessary for hospitals to compute 
depreciation since the assets which 
would be depreciated were ac- 
quired by the use of donated funds 
and that replacements will likely be 
made from the same source. How- 
ever, it appears logical that a well 
operated not-for-profit corporation 
should attempt to cover its costs 
with current income and that those 
costs should include a charge for 
the use of the fixed assets, that is, 
a depreciation charge. The funds 
provided by the depreciation charge, 
assuming that income does cover 
costs, will be available for expan- 
sion or for the replacement of exist- 
ing depreciable assets when they 
are no longer usable. 


Inquiry: In what ways may lack 
of proper internal control prove 
costly? 


Comment: It is often said that a 
small hospital with very few office 
employees cannot install a proper 
system of internal control without 
considerable added expense. It is 
true that with one or two office 
employees the work cannot be as- 
signed so that every operation of 
each employee must check out 
against an operation by another 
employee or other employees. How- 
ever, in considering whether to add 
additional employees or to purchase 
certain mechanisms to assist in con- 
trol, consideration should be given 
to the potential cost of not having 
adequate control. Some of those »0- 
tential costs are stated without 
comment below: 

1. Loss of income or increased 
cost because of errors in »a- 
tients’ accounts, payroll, et: 

2. Bad accounts because of failure 
to control the collections until 
accounts become too’ old. 

3. Loss by theft of money end 
supplies. 

4. Waste of supplies because of 
poor control over their use. 

5. Additional clerical time re- 
quired to locate errors which 
proper controls might have 
pinpointed at once. 8 
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Washington Bureau Reports 





by Walter N. Clissold 


Economy Wave Stymies Legislation 


3-Year H-B Extension Proposed 


MONEY MATTERS — Appropriations for federal 
hospital and health programs were really up in the air 
as we went to press. The House, as it eyed the appro- 
priations bill for the Dept. of Health, Education and 
Weliare, was in a budget cutting mood. Left intact, 
however, was the total request for the Hill-Burton 
program. Internal juggling of figures had taken place, 
though, with $99 million allotted to the original pro- 
gram, vs $90 million asked; and $21 million for the 
categories, vs $30 million asked. Efforts were to be 
made, we understood, to get these figures changed. 

° 

SENATE, YET — Hearings on HEW’s budget got 
underway in Sen. Lister Hill’s (D. Ala.) Appropria- 
tions Subcommittee on April 1. Plans were for these 
to run until about May 6, what with Easter recess, and 
inability to maintain continuous hearings. Perhaps the 
Senate will straighten out the HEW-H-B figures and 
be able to hold the change in the inevitable conference 
with House representatives. 

4 

MONEY-MINDED — Desire within Congress to 
make cuts in the new federal budget is very real — and 
is pushed by the very real foment on the part of the 
folks back home. It’s entirely. too early to be able to 
spell out specifically what this will mean in the end. 
Difficulty comes in attacking individual items of the 
budget — since to someone every item is a “sacred 
Cow.” In the House debate there was considerable 
comment on the National Institutes of Health’s research 
programs. Money appropriated last year had not all 
been spent. 

8 

HOUSE HEALTH SUBCOMMITTEE — Rep. John 
Bell Williams (D., Miss.) named 
to chairman, succeeding the late 
J. Percy Priest, who also had 
headed the full Commerce Com- 
mittee. Ten years a member of 
the Commerce Committee, Rep. 
Williams will be serving his first 
term on the Health Subcommit- 
tee; previously had been on the 
Transportation Subcommittee. 


Rep. J. B. 


Cong. John Heselton (R., Mass.) 
Williams is ranking Republican member 
(D.—Miss.) of the Health group. Rep. Oren 


Harris (D., Ark.) heads the full 
Committee. An M. D., Rep. Will E. Neal (R., W. Va.) 
is on the Health Subcommittee. 

. 

MAKE NO MISTAKE — The extremely high fed- 
eral budget “revolt” has Congress and the Bureaus 
plenty concerned. One example: Surgeon General Bur- 
ney had explained that the only legislation PHS would 
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be seeking this year would be for construction-equip- 
ment aid to medical and other scientific schools. No bill 
has yet been offered — and, we are told, may never be. 
No one is making any guesses as HEW and, presumbly, 
every bureau goes through an “agonizing reappraisal” 
of its program to see what can be cut or even elimi- 
nated. 
* 


H-B EXTENSION — With the proposal that the 
Congress return to the practice of extending Hill-Bur- 
ton for five-year period, Sen. Humphrey (D., Minn.) 
has introduced legislation which would carry H-B three 
years beyond its present expiration date of 1959. The 
Senator also urged his colleagues to raise H-B appro- 
priations to the full authorized amounts, and cited the 
fact that in Minnesota, alone, 87 hospitals are in the 
planning stage, although nine of these plan on applying 
for H-B funds. 


HEALTH LEGISLATION — During the closing days 
of March hearings were held by the House Health 
Subcommittee. Witnesses were sponsors (Congress- 
men) of hospital-health-medical legislation. From the 
testimony it was expected that an agenda for the Sub- 
committee would be worked out. No word of any de- 
cisions was available at press time. However, as re- 
peatedly pointed out here — and even more true now 
that economy-mindedness is being forced upon Con- 
gress — little or no positive action is expected in this 
session. 

 d 


FEDERAL EMPLOYEES INSURANCE — With ap- 
pointment of Harris Ellsworth as Civil Service Chair- 
man, succeeding Phillip Young, and Christopher H. 
Phillips as CS Commissioner, progress on Federal em- 
ployees health insurance may soon be noted. Congres- 
sional activity, however, probably will not come until 
mid-May or June. Meantime, the Senate Civil Service 
Committee, evidently tired of waiting, is preparing its 
own bill which is understood to include both basic and 
catastrophic coverage. Also expected to be heard from 
with their own version, Blue Cross, Blue Shield and 
American Hospital Association, probably before ses- 
sion’s end. 

4 


MEDICARE — “Each dependent, 10 years or over, 
entitled to medical care, will be issued DD Form 1173. 
Certification of minor dependents, under 10 years of 
age, for eligibility for medical care will be the respon- 
sibility of the dependent, accompanying parent, member 
or acting guardian.” So reads Medicare’s latest amend- 
ment. DD Form 1173, “Uniformed Services Identifi- 
cation & Privilege Card,” will be issued between now 
and July 1, 1957. = 
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The completely-flexible swivel that cuts clean-up time 
in half. Snakes the mop-head snugly around table, 
chair and desk legs and other obstacles... Top-speed 
sweeping every minute! 


| 2 More 
| AMERICANQTANDARD 


“firsts” 


Our various styles and widths of dust and sweep mops 
are available in either durable cotton yarn or 
AM-O-RAN yarn—and with conventional or with 
MAGIC-S-SWIVEL frames. 


| / Write for sample of AM-O-RAN yarn and 

Fioe' for further details on AM-O-RAN and the 
Incorporated 1908 

CHARLES E. KREBS and WALTER O. KREBS 


MAGIC-S-SWIVEL. 
2519 SOUTH GREEN STREET * CHICAGO 8, ILLINOIS 
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Consulting 





Admitting Patients of Partnership 
Groups 


QUESTION: All af our doctors 
belong to medical partnership 
groups and admit patients to the 
group rather than under their 
own names. They also keep their 
records this way. We would like 
to make individual doctors re- 
sponsible for their own patients 
rather than have patients ofthe 
group. Our medical staff has 
voted overwhelmingly to admit 
patients under groups rather 
than individuals. Could you 
please advise us on the follow- 
ing: Should patients be the re- 
sponsibility of the group or of 
the individual physician? Should 
operations be indexed under the 
group or the individual? If one 
member of a group is suspended, 
does the entire group lose its 
privileges? Are there ethical 
problems involved in group ad- 
missions? 


ANSWER: Medical groups usually 
function like firms of attorneys, 
architects, accountants and engi- 
neers. The members are jointly and 
severally responsible to all with 
whom they deal. The actions of the 
individual engage the liability of the 
group. 

Therefore, I can see no reason to 
refuse the request of a group of 
physicians if they wish to be rec- 
ognized as a partnership. In other 
words, the group is answerable for 
all the actions of each individual 
and so, patients may be admitted 
under the group title, surgery and 
operations may be indexed under 
the group and the entire group may 
be suspended for the activities of 
one of its members. 


Consent For Anesthesia 


QUESTION: Is it necessary to 
get a separate consent from the 
patient for anesthesia apart from 
the surgical operation? 


ANSWER: Many authorities be- 
lieve that the consent to operation 
includes a consent to undergo an 
anesthetic. There are some author- 
ities, however, who believe that two 
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with Dr. Letourneau 


separate consents should be ob- 
tained where the anesthetic is be- 
ing administered by someone other 
than the attending physician. This 
is especially true when a nurse is 
giving the anesthetic. It would seem 
to be a safer practice to obtain two 
separate consents from the patient, 
one to undergo an anesthetic and 
the other for the’ surgical operation. 


Blood Bank Not Requirement 


QUESTION: Does the Joint 
Commission on Accreditation of 
Hospitals require a. hospital to 
maintain its own blood bank? 


ANSWER: No. Many accredited 
hospitals receive all of their service 
from the Red Cross blood banking 
system and under other arrange- 
ments., 


Management Concessionaire 


QUESTION: A management 
firm has approached us with a 
proposition to manage our hos- 
pital for a payment based upon 
a@ percentage of the surplus 
which they provide each year. 
We are a 300 bed hospital and 
the expected payment would be 
in the neighborhood of $25,000. 
Do you see any objection to this 
form of management or the ad- 
vantage over the salaried hospi- 
pital administrator? 


ANSWER: For $25,000 per annum 
you should be able to hire a first 
class trained, educated, experienced, 
professional hospital administrator 
who will eliminate the need for such 
management consultants. 

The profit incentive cannot be ap- 
plied to the management of hospi- 
tals. Anyone can show a surplus at 
the end of the year by cutting 
quality of service to the patients. 
Cutting quality simply means cut- 
ting the patient’s chances of recov- 
ery by two or three percentage 
points. It is hardly noticeable except 
to the physician and to the patient. 
It can also be detected on a medical 
audit. If you have to farm out the 
management of your hospital to a 
group of outsiders on a concession 


basis this is a sad reflection upon 
the trustees and administration of 
your hospital and you should c¢x- 
plore the possibilities of replacing 
both of them with competent peonle 
before bringing in outsiders to run 
your institution for you. If you are 
looking for a good hospital adminis- 
trator and are willing to pay the 
salaries necessary to attract such a 
person, any school of hospital ad- 
ministration can recommend some 
excellent prospects to you. 


Disagreeable Physician 


QUESTION: We have a physi- 
cian who has a Jehovah complez. 
He does not say things — he ut- 
ters pronouncements. On several 
occasions, he has been disagree- 
able and lost his temper with 
patients, nurses, technicians and 
visitors. His behavior has caused 
the resignation of several good 
people in the hospital and he has 
been reported many times to the 
administration and to the medi- 
cal staff. The medical staff says 
that nothing can -be done, and 
refuses to act. Must we go on 
forever tolerating this kind of 
conduct? 


ANSWER: The disagreeable physi- 
cian is hard to cope with. However, 
patience and perseverance can often 
undo characters like this. Every 
single incident reported concerning 
bad conduct by this _ physician 
should be thoroughly investigated 
and written statements, signed by 
both the complainant and the wit- 
nesses should be kept on file. Every 
detail of the incident, inclucing 
time, place and circumstances 
should be recorded. After enough 
of these incidents have been <ol- 
lected, they should be photostited 
and referred to the board of trustees 


* for action. The medical staff may 


be asked for its opinion in a par- 
ticular case but it is not necess2ry. 
Loss of temper, bad manners and 
general offensiveness is someting 
that does not need the professional 
judgment of physicians to evaluate. 
Anyone can spot a boor and the 
trustees are competent to act with- 
out referring the case to the medi- 
cal staff. 5 
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Surgical Dressings 
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Pre-Wrap 'POST-OP' Sponges by SEAMLESS — ready-wrapped for the autoclave . . . no expensive 
labor or material costs. This floor item is ready to sterilize. 'POST-OP's cost you less at the time of 
use than any bulk packed sponges. 'POST-OP's also reduce wastage and cost of reprocessing unused 
sponges from open bundles. Two 4" x 4" 'POST-OP' sponges per sealed envelope, 600 envelopes per case. 





'CUT-RAK' 'PRO-CAP' Adhesive Tape Dispenser by 
SEAMLESS—Only cutting dispenser on the market. A real 
time and tape saver in all parts of the hospital. Cut costs 
even more by specifying 'PRO-CAP' tape. It causes little or 
no skin irritation, itching or maceration. Tape stays on 
longer...staff saves time on dressing changes...uses less tape. 


"LACTA' Pads by SEAMLESS—reduce cost of caring for ex- 
cess postnatal lactation. Save on laundry . . . reduce demands 
on nursing staff . . . encourage self care. Comfortable, ana- 
tomical shape minimizes pressure that causes cracked and 
retracted nipples. In boxes of one dozen, 24 boxes to the 
case. Your Seamless dealer can supply you; samples available. 


'‘PRO-CAP', 'LACTA' and 'POST-OP' are the trademarks of the Seamless Rubber Company. 
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Guest Editorial 





by Albert Carriére 


Executive Director 
American Association of 


Inhalation Therapists 
Chicago, Illinois 


Inhalation Therapy —A New Paramedical Specialty 


DURING the week of November 

12, 1956, 154 inhalation thera- 
pists from 20 states and Canada at- 
tended the first annual meeting of 
the American Association of Inha- 
lation Therapists. 

Also attending the meeting were 
some of the outstanding physicians 
in North America. 

Why this interest in a subject so 
little known? Indeed, mention of an 
oxygen tent to the average person 
usually signifies that the patient is 
headed for his eternal rest; where- 
as inhalation therapy is often for 
convalescent purposes. Its increas- 
ing importance may be emphasized 
by its effective use in such eventu- 
alities as cardiac failure, asthma, 
pulmonary edema, emphysema, cer- 
ebral thrombosis, gas poisoning, 
drowning, severe hemorrhage and 
shock. 

Exactly what is the American As- 
sociation of Inhalation Therapists? 
What are its objectives? Who are 
its members? Has the A.A.LT. any 
kind of medical sponsorship or ap- 
proval? 

The A.A.LT. is an international 
organization of practicing inhalation 
therapists and of persons interested 
in inhalation therapy. Its objectives 
are: 

1. To encourage and develop 
educational programs for those 
persons interested in inhala- 
tion therapy; 

. To advance the science and 
art of inhalation therapy 
through annual meetings, lec- 
tures, and publication of a 
news letter and of a profes- 
sional journal; 

3. To advance the technical as- 
pects of inhalation therapy; 

4. To encourage cooperation be- 
tween inhalation therapists 


and the medical profession, 
hospitals and other agencies. 

Sponsored by the American Col- 
lege of Chest Physicians, the 
A.A.LT. is guided in all its activi- 
ties by an Advisory Committee of 
three doctors, all members of the 
Committee on Physiologic Therapy 
of the American College of Chest 
Physicians. 

A periodic news letter is sent to 
all members. This keeps them in- 
formed concerning the progress of 
the A.A.I.T., regional meetings, new 
members, new chapters, job open- 
ings, and other professional infor- 
mation. 

“Inhalation Therapy” is the offi- 
cial publication of the A.A.LT. It 
is a quarterly, and contains articles 
of interest to the membership. Con- 
tributors may be inhalation thera- 
pists themselves, or just as fre- 
quently, medical specialists such as 
chest physicians, anesthesiologists 
and respiratory physiologists, Con- 
tributions also come from repre- 
sentatives of industry. 


How are members admitted to 
the American Association of In- 
halation Therapists? 

There are three classes of mem- 
bers: Members, Industrial Members, 
and Associate Members. 

An individual is eligible to be an 
Industrial Member if he is engaged 
in some phase of inhalation therapy 
in a position in which his primary 
concern is directly with the manu- 
facture, sale and/or rental of gases, 
drugs and equipment used in the 
practice of inhalation therapy, re- 
gardless of his qualifications to give 
patient service. Owners or part 
owners of a business should apply 
for industrial membership. No in- 
dustrial member may vote or hold 
office. 


An individual is eligible to be an 
Associate Member if he holds a 
position related to inhalation ther- 
apy, but in which position he would 
normally be expected to have some 
knowledge of physiology, therapy 
techniques, gases, drugs and equip- 
ment involved in the practice of in- 
halation therapy. 

An individual is eligible to be a 
Member if he has had one (1) year 
of experience as an inhalation thera- 
pist in a recognized institution or 
organization, and if his primary 
function is to give patient service; 
provided he is not directly con- 
cerned with the manufacture and/or 
sale of gases, equipment or drugs 
and is not an M.D. 

Each applicant must also meet 
other qualifications of ethical prac- 
tice and suitable moral standards 
as determined by the Admissions 
Committee. He must obtain the 
sponsorship of two active members 
of the A.A.LT. or the signature of 
his hospital administrator, Chairman 
of his Department, or a member of 
the American College of Chest 
Physicians, American Society of 
Anesthesiologists, or of the Amer- 
ican Medical Association or the Ca- 
nadian Medical Association. 

Does the A.A.1.T. make any effort 
to maintain exacting educational 
standards? 

Very few medical schools and 
hospitals offer training in inhalation 
therapy. Without trained personnel, 
the benefits of this healing science 
cannot be enjoyed by patients, and 
too often the job of inhalation 
therapy is entrusted to an untrained 
and unwilling nurse’s aide or or- 
derly. 

Indeed, the Journal of the Ameri- 
can Medical Association for Sep- 
tember 2, 1950 Vol. 144 pp 25-34 


Please turn to page 32 
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versatility— 
unexcelled durability= with 
American Wheel Chairs 


The most important advantage of the American Wheel Chair Line is its complete 
adaptability to fit varying patient requirements. Almost every patient— 
regardless of size, age, or ailment—can be accommodated by American's 

basic models, attachments, and adjustments. 


As for durability, American Wheel Chairs are made to withstand constant and 
severe hospital service. You can expect them to last years longer— 
proving to be your finest, most economical wheel chair investment. 


The American line offers a complete selection of models—from standard units to 
Electromatic self-propelled wheel chairs that take the patient virtually anywhere 
that a nurse can—all at the push of a button. 


These superior units are manufactured by American Wheel Chair, 

Division of Institutional Industries, Inc., for distribution to the hospital field by 
American Hospital Supply Corporation. In their design, engineering, and performance, 
they are the finest in the field. They represent another example of American's 
unceasing efforts to ease the burdens of hospital personnel— 

and to reduce the costs of hospital administration. 





American Hospital Supply cporaion 


GENERAL OFFICES+ EVANSTON, ILLINOIS 
WASHINGTON ° DALLAS . LOS ANGELES SAN FRANCISCO 
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GUEST EDITORIAL 
Continued from page 28 


contains the following statements: 
“The fact that few medical 
schools and hospitals provide in- 
struction in inhalation therapy 
is another factor responsible for 
a lack of competent supervision 
of this type of treatment of con- 
ditions due to impaired respira- 
tory function. Frequently the 
trained technician is more famil- 
iar with the procedures than is 
the physician, a situation which 
in all probability will continue 


until adequate teaching of in- 

halation therapy is undertaken 

by medical schools and hospi- 
tals.” 

In an effort to established certain 
minimum standards of education 
and practice for inhalation therapy, 
a joint committee of the New York 
State Medical Society and the New 
York State Society of Anesthesiolo- 
gists spent a year in studying a set 
of “Essentials of an Acceptable 
School for Inhalation Therapy 
Technicians.” These standards they 
submitted to the House of Delegates 
of the American Medical Associa- 
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tion at its June 1956 Convention 
The Reference Committee of the 
Council on Medical Education anc 
Hospitals approved the resolutio:: 
in principle and recommended tha: 
it be referred to the Council fo: 
further consideration. 


It is hoped that this “further 
consideration” will not consume to. 
long a period of time, and that be. 
fore too long, through the efforts 
of the A.A.I.T., enough accredite:| 
Schools of Inhalation Therapy wi! 
be established to insure proper edu- 
cation and training in technique for 
all persons who wish to become 
professional inhalation therapists. 


Such, at least, is our goal. ta 





Cancer Quackery 

® IN AN EDITORIAL in the Canadian 
Cancer Society Newsletter, the sub- 
ject of cancer quackery is well sum- 
marized. The editor says: 

“A Commission set up by the 
California Medical Association to 
study their practices says a quack 
usually has one or more of the fol- 
lowing characteristics: 


“1. His treatment is available 
only from himself, 

“2. His treatment bears his own 
name or that of a_high- 
sounding research organiza- 
tion. 

“3. His treatment is advertised. 

“4. He claims he is being perse- 
cuted by the ‘Medical Trusts.’ 

“5. His ‘cured’ patients and 
greatest supporters have only 
his word for it that they had 
cancer in the first place. 

“6. He discourages or refuses 
consultations with reputable 
physicians. 

“To these, two other characteris- 
tics may be added. First, the ce- 
scriptive literature is very convinc- 
ing to the layman. The one who 
thinks that he couldn’t be foo!cd 
does not realize just how logical ‘he 
treatment may be made to seem. 

“Secondly, the treatments are :!- 
most always simple. No pain‘ul 
operations, no prolonged stays in 
hospitals are necessary. All thai is 
required is a daily application of a 
salve to the skin, a regular dose of 
medicine or an injection. The medi- 
cines and injections most often con- 
sist of harmless ingredients.” 
Reprinted from the Journal of the 
Canadian Medical Association. #® 
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Announcing a unique new rauwolfi “¥ ( 


First report on one of the 
most encouraging advances 
in psychopharmacology 
since the introduction 


of rauwolfia: 


a tranquilizing-— 


POORER E THEE ESET HEHE EEE EOSE EEE EEEESEESEOEE 


SPOOR EEE OHO EEE OE OEE EEOE EES EOESOEESEEEEES 
COOTER EEE OEHOEEEEEEE EEE EEE EEEEOEEEEEEEEEEEES 


POCO EH ESTEE ESE SEES EE EETESESESESEEOESE 





In mid-1955, Abbott Laboratories released for clinical trial a new 
alkaloid of Rauwolfia canescens. This new alkaloid, later named 
Harmony], received special attention because of the high potency 
and low toxicity it exhibited in pharmacological testing. 


Since that time, Harmony] has been tried in conditions ranging from 
mild anxiety to major mental illnesses and in hypertension. Every 
characteristic of the drug was studied . . . evaluated . . . compared. 
And from the reports, one fact stands out: 


eIn more than two years of clinical evaluation, Harmony] has 
exhibited significantly fewer and milder side effects in comparative 
studies with reserpine. This, while demonstrating effectiveness com- 
parable to the most potent forms of rauwolfia. 


e Most significant: Harmony] causes less mental and physical 
depression. And there are very few reports of the lethargy seen with 
many other rauwolfia preparations. 


This is not to suggest, of course, that side effects will not occur with 
Harmonyl—as with any potent therapeutic agent. But the mildness 
of side effects, in the few instances in which they have been reported, 
suggests Harmony] as a drug of choice in conditions ranging from 
mild anxiety to major mental illness and in hypertension. 


Why fewer and less severe side effects? 

Some investigators suggest that the evidence of less parasympathetic 
effect with Harmony] in animals might also be true in man. In 
chronic toxicity studies with Harmony] this was manifested by ess 
diarrhea, “bloody tears’ and ptosis in rats than was observed with 
the same dosage level of reserpine. Dogs also exhibited milder side 
effects—in particular, diarrhea. No organ toxicity or hematological 
change occurred over a wide dosage range. 


Harmony as a tranquilizer 

While Harmonyl’s safety is most impressive, clinical investigators 
have reported other notable characteristics for this wide-range tran- 
quilizer. For instance, following an eight-month study of chronic, 
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.} Harmony? 


(Deserpidine, Abbott) 


% @ 


v hospitalized mental patients, Ferguson! reported: 








e Harmony] benefited at least 15% more overactive patients than 
oral reserpine. 





e Harmonyl was more potent in controlling aggression, requiring 


“ only one-half to two-thirds the dosage of reserpine. 
: e A number of patients experiencing side reactions during treatment 
; with reserpine were completely relieved when changed to Harmony]. 
Ferguson concluded: ‘‘The most notable impressions were the absence 
- of side effects and relatively rapid onset of action with Harmonyl.”’ 
e 
- Harmonyl in hypertension 
Hypertension studies show that the average reduction in blood | 
7 pressure obtained with Harmony]! compares closely to that obtained | 
with reserpine. The tranquilizing effect of the two drugs also appeared 
similar, except that few cases of giddiness, vertigo, sense of detached 
existence or disturbed sleep were seen with Harmony]. 
th Dosages In mild anxiety, as little as 0.1 mg. of Harmony] a day may 
Ss 


be effective. In institutionalized psychiatric patients, not less than 
d, 2 to 3 mg. a day is likely to be beneficial. 

“ In mild essential hypertension, treatment may be started with one 
0.25 mg. Harmony] tablet three or four times a day. After about ten 
days (or sooner, depending upon response), dosage may be reduced. 
A maintenance dose of 0.25 mg. daily is often sufficient. 








in Precautions, Contraindications As with other forms of rauwolfia, 
58 Harmony] must be used cautiously in peptic ulcer and epilepsy and 
th in patients about to undergo surgery or electroshock treatment. 
de Despite the infrequency of reports involving depression, patients 
-al with a history of depressive episodes should be watched carefully. 


Professional literature is available upon request. 





Supplied: Harmony] is supplied in Abbott 
1S ff = 0.1-mg., 0.25-mg. and 1-mg. tablets. 
in- 
° Reference: 1. Ferguson, J. T.: Comparison of Reserpine and Harmony] in Psychiatric Patients: 
1c, A Preliminary Report, Journal Lancet, 76:389, December, 1956.° *Trademark dela 
-NT MAY, 1957 
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American Association of 
Hospital Consultants 


™ PROBLEMS ARISING out of rapicly 
evolving practices in the fields of 
medical and institutional care were 
analyzed in a symposium, “The 
Hospital and the Sequence of Care”, 
conducted recently by the American 
Association of Hospital Consultants 
in New York City, in connection 
with the American Association {or 
the Advancement of Science. Dr. 
Jack Masur presided. 

Dr. Vane M. Hoge, assistant sur- 
geon general, Public Health Service, 
explored ways in which institution- 
al care can be provided at the least 
possible cost consistent with the re- 
quirements of the individual pa- 
tient. 

He visualized the hospitalization 
problem of the future as falling in- 
to two broad segments, the first in- 
cluding those conditions character- 
ized by rapid onset, intensive treat- 
ment, and quick recovery, and the 
second consisting of conditions 
characterized by slower onset, long- 
er duration, and less_ intensive 
treatment. The first segment will 
consist largely of young and mid- 
dle-aged persons, while in the sec- 
ond the aged group will be pre- 
dominant. 

The trend is still away from the 
specialized hospital. The inclusion 
in the general hospital of tubercu- 
losis or mental disease is an in- 
creasing practice. 

Although the art and science of 
hospital design has made great 
progress in the past decade, little 
thought has been given to the rela- 
tive needs of different degrees of 
illness. “Our modern hospitals are, 
for the most part, built around the 
needs of the acutely ill patient,” 
said Dr. Hoge. 

The trend is toward another sys- 
tem of specialized facilities—one for 
the acutely ill, one for the conva- 
lescent, one for the chronically ill, 
and one for the aged and infirm. 

Segregation of patients is now ac- 
cording to the degree of illness, 
rather than the clinical nature of 
the illness. 

Dr. John E. Gorrell, director of 
medical services of the National 
Foundation for Infantile Paralysis, 
said that in planning specializec fa- 
cilities, much attention must 
given to the motivations of the at- 
tending medical staff and thei: in- 
fluence on the patients. 

Dr. Morris Hinenburg, medical 
care consultant, Federation of Jew- 
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HM’ Salutes 


Foster G. McGaw 


President, American Hospital Supply Corp. 
Chicago, Illinois 


® FOSTER. GLENDALE MCGAW is the head of the largest 
hospital supply company in the world, The American 
Hospital Supply Corporation. Manufacturer, merchant 
and salesman extraordinary, McGaw is the verita- 
ble prototype of American private enterprise. A cap- 
italist, operating a business organization, he is best 
known and respected in the field of charity where he 


‘ deals mostly with non-profit institutions devoted to the 


welfare of the sick and injured, and the improvement 
of the health of the American people. 

The fact that hospitals in the United States are the 
best in the world is due in no small measure to Foster 
McGaw and others like him, who place the best of 
available equipment and supplies into the hands of 
doctors, nurses, technicians, and service personnel in 
hospitals. 

The son of a Presbyterian minister and missionary 
to Africa, Foster McGaw was born in North Carolina, 
reared in Iowa, and eventually gravitated toward Chi- 
cago where he was introduced to the hospital field as 
a traveling salesman for a surgical instrument company. 

Following the termination of World War I where he 
served with distinction in the United States Marine 
Corps, he conceived of an organization that would pro- 
vide hospitals and similar institutions with complete 
lines of carefully selected merchandise, promptly, and 
at a reasonable cost. Thus was born, in 1922, the Ameri- 
can Hospital Supply Corporation. 

American is no ordinary supplier of materials. Its 
founder has a deep conviction that the supplier con- 
tributes as much to the total care of the patient as do 
the people who actually care for the sick and the in- 
jured. McGaw can see no reason why a supplier can- 
not contribute significantly in helping to plan ideal 
surroundings and first class equipment and supplies to 
help in the improvement of the care of the patient, 

As a result, McGaw has experimented continuously 
with methods improvement in hospital equipment and 
Supplies. American was the first organization of its 
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kind to enter the field of new product research, stress- 
ing the development of labor-saving, cost-reducing 
products and techniques for hospitals. 

In private life, McGraw is justly renowned as a phi- 
lanthropist. He has given generously of his money and 
substance to the advancement and the promotion of the 
welfare of his fellow citizens. 

In the hospital field, his early support of the late, 
beloved Dr. Malcolm T. MacEachern was one of the 
main reasons for the establishment of the Program in 
Hospital Administration at Northwestern University. 
To stimulate scholastic achievement in hospital admin- 
istration, he established the Mary H. McGaw award 
for the graduating student with the highest scholastic 
standing who shows qualities of industry and leader- 
ship in the class at Northwestern University. In rec- 
ognition of his support of hospital administrators, Alpha 
Delta Mu, the professional fraternity of hospital ad- 
ministration awarded him its highest honor, the hon- 
orary membership. 

A trustee of Northwestern University, he has made 
large personal gifts to this institution. The McGaw 
Memorial Field House on the Evanston campus of 
Northwestern was built in memory of his father. 

A devout church man, McGaw serves as a trustee 
of the McCormick Theological Seminary in Chicago 
and .the Foundation of the General Assembly of the 
Presbyterian Church in the United States. In addition 
to these, he also serves as a trustee of several other 
foundations and institutions devoted to the public wel- 
fare. 

This man who can, upon occasion, quote scripture 
with accuracy and sincerity was, perhaps, best sum- 
marized as an individual in a 1948 issue of “Yourself 
Magazine” — “McGaw has made every hospital in this 
country a better place for the sick and the injured and, 
for something far beyond the desire for money, has 
actuated his untiring efforts to build creatively”. With 
this salute, HOSPITAL MANAGEMENT acknowledges the 
service to humanity rendered by Foster Glendale 
McGaw. = 
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HOSPITAL CONSULTANTS 
Continued from page 36 


ish Philanthropies of New York, 
said that providing care facilities of 
different levels would present nu- 
merous administrative problems in- 
volving not only the patients, but 
also the patients’ families, the doc- 
tors, hospital personnel and third 
party agencies. He said the trend 
toward private and semi-private 
care paid for by third-party agen- 
cies will continue to be a factor as 
long as voluntary prepayment plans 
continue to grow. 

Labor unions will also influence 
the relating of facilities to the de- 
gree of illness. Recent developments 
indicate that unions intend more 
and more to provide health care for 
their members which may mean 
tranferring union clinics to suitable 
hospitals. 

In the second part of the sympo- 
sium, a discussion of the relation- 
ship of the convalescent home to 
hospital care, George Bugbee, presi- 
dent of Health Information Foun- 
dation, said one of the greatest 
planning problems facing the hos- 
pital field is a need to define the 
functions of nursing homes and 
other fractional hospitals. 





There is no generally accepted 
definition of the services to be ex- 
pected by the public or the medical 
profession which largely controls 
the flow of patients to various types 
of hospitals. (See Hospital Manage- 
ment, April 1957). 

Dr. Ray E. Trussell, executive 
officer, School of Public Health, 
Columbia University, gave a prog- 
ress report on a two-year study of 
convalescent care being conducted 
by Columbia University. 

As one of the first steps of the 
study, he said, researchers defined 
convalescence as a “progressive re- 
turn to an optimum of well-being 
after an acute illness” and conva- 
lescent care as ‘services which, ac- 
cording to medical judgment, are 
necessary.” 

Miss Virginia Brown of the con- 
valescent care study staff of Colum- 
bia described some of the problems 
encountered in making the study 
and detailed some of the impres- 
sions of the research staff. She said 
in general the homes seem to be 
doing a good job of convalescent 
care, are aware of their problems, 
and are seeking advice from com- 
munity planners. (See Hospital 
Management, April 1957). 
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The role of home care was con- 
sidered in the final part of the 
symposium. Dr. Basil C. Macl.ean, 
Commissioner of Hospitals of New 
York City, described the home care 
services established eight years ago 
in 16 New York hospitals. In the 
past two years the program has be- 
come relatively stabilized with an 
average daily census of 2,200 pa- 
tients on all programs. 

“The average cost per patient day 
on home care is now about $3.50, 
compared to our $23 per diem costs 
in general hospitals,’ Dr. Maclean 
reported. 

In the New York program a home 
care patient is one who has received 
definitive hospital care, who no 
longer requires full hospital service 
but who does require some medical, 
nursing and ancillary attention. 

“A patient is not discharged from 
the hospital to go on home care, but 
rather is transferred to that serv- 
ice,” he said. 

The hospital physician decides 
whether the patient requires home 
care. In addition to medical, nursing 
and social services, physio-therapy 
and occupational therapy are given 
by technicians of the hospital. 


“Home care is no longer utilized 
merely to relieve a bed, although 
this secondary benefit is a good one, 
but because the patient can he 
cared for adequately and more 
economically on that service.” 


Dr, E. M. Bluestone, New York 


City hospital consultant, stressed 
the importance of having all phases 
of a home care program emanate 
from the hospital. Beds in the 
homes should be considered as di- 
rectly under the control of the hos- 
pital as those actually located in 
the hospital. 

A home care program should not 
be considered merely as a solution 
to a shortage of hospital beds, Dr. 
Peter Rogatz, association director 
of the Division of Professional 
Science, Health Insurance Plan of 
Greater New York, told the con- 
sultants. 

The plan represents an improve- 
ment in the quality and scope of 
medical care available in the com- 
munity. Because in many cases the 
patient is elderly, care must be ex- 
ercised to avoid overburdening 
an elderly spouse, which would 
lead to harmful deterioration of the 
social situation. The level of care 
provided in a home care program 
must be kept high and close liaison 
must be maintained between the 
administrator of the program and 
public health nurses. 4 
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IMPORTANT NEWS FROM BAUER & BLACK 


amous GYPSONA Plaster Bandages 
now brought to you by CURITY 





Gypsona’s special interlocked woven fabric and spe- Gypsona’s white, porcelain-like surface stays neat 
cial plaster of Paris makes accurate moulding easy. and clean. And Gypsona casts are lightweight yet 
Gypsona wets in seconds, sets in 4-5 minutes. extremely strong. 


Now you get the advantage of Curity servicing for the 
plaster bandage used by more doctors than any other brand 


Now Curity brings you the most famous name in 
plaster bandages—Gypsona. 

No ordinary plaster of Paris is good enough 
for Gypsona. Gypsona is made of plaster from a & ® 
special quarry in England. It’s whiter, purer, urit 
creamier and finer-ground than any other. 

Wound on a plastic core, Gypsona unwinds 
more easily and will not ‘‘telescope.” 


Gypsona wets in seconds, with virtually no G yY p fe O n a 


plaster loss. And because of its high plaster 
content (90% by weight) you get lightweight Plaster Bandages 


casts that are really strong—maximum functional 
treatment. (And, of course, you use less, too!) 

No wonder more doctors throughout the world we BAUER & BLACK ve 
use Gypsona than any other brand. Available Division of The Kendall Company 


now from your Curity representative. *Reg. T. M. of T. J. Smith & Nephew Ltd, 
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Hospital Calendar 





2- 3. . New York State Dietetic Associa- 
tion, Hotel Utica, Utica, N. Y. 

2- 4... Institute of Hospital Administra- 
tors, Torre Abbey Mansion House, 
Torquay, England. 

6- 9 . . Association of Western Hospitals, 
Statler Hotel, Los Angeles, Calif., 
Melvin C. Scheflin, Executive sec- 
retary, 26 O'Farrell St., San Fran- 
cisco, Calif. 

6- 9 . . National Tuberculosis Association, 
Kansas City, Missouri. 

6- 9 . . Western Conference of the Cath- 
olic Hospital Association, Hotel 
Statler, Los Angeles, California. 

6-10 . . National League for Nursing, Pal- 
mer House, Chicago, Illinois. 

9 .. Massachusetts Hospital Associa- 
tion, Hotel Statler, Boston, Mass. 

14-16 . . Texas Hospital Association, Sham- 
rock-Hilton Hotel, Houston, Tex- 
as, O. Ray Hurst, Executive secre- 
tary, 2208 Main Street, Dallas, 
Tex. 

22-24 . . New Jersey Hospital Association, 
Convention Hall, Atlantic City, 
N. J. 

22-24 . . Hospital Associatién of Pennsyl- 
vania, Convention Hall, Atlantic 
City, New Jersey. 

22-24 . . Hospital Association of New York 
State, Hotel Claridge, Atlantic 
City, N. J. 

22-24. . Middle Atlantic Hospital As- 
sembly, Convention Hall, Atlantic 
City, New Jersey, Harold John- 
son, Secretary, 46 S. Clinton Ave- 
nue, Trenton, ‘New Jersey. 

22-24 . . Upper Midwest Hospital Confer- 
ence, Hotel Leamington, Minne- 
apolis, ‘Minnesota, Glen Taylor, 
Executive secretary, 410 Church 
Street, S.E., Minneapolis, Minn. 

23-25 .. Arkansas Hospital Association, 
Marion Hotel, Little Rock, Ark. 

25-26 . . Conference of Catholic Schools 
of Nursing, Statler Hotel, Cleve- 
land, Ohio. 

27-29. . Canadian Hospital Association, 
Bessborough Hotel, Saskatoon, 
Sask. 

27-30 . . Catholic Hospital Association, 
Hotel Statler, Cleveland, Ohio, 
M. R. Kneifl, Executive secretary, 
1438 Grand Boulevard, St. Louis, 
Missouri. 

30-June | . . Tennessee Hospital Associa- 
tion, Mountain View Hotel, Gat- 
linburg, Tenn., Henry H. Miller, 
Executive director, P.O. Box 767, 
Nashville, Tenn. 


June 


3- 7... American Medical Association, 
Annual Meeting, New York, Dr. 
George F. Lull, 535 N. Dearborn 
St., Chicago, Ill. 

8-13 . . Second International Convention 
of X-Ray Technicians, Sheraton 
Park Hotel, Washington D. C., 
sponsored by the American So- 
ciety of X-Ray Technicians and 
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the Canadian Society of Radi- 
ological Technicians. 

11-12 . . Maine Hospital Association, Sam- 
oset Hotel, Rockland, Maine. 

11-13. . National Geriatrics Society, Hotel 
Statler, Washington, D. C., Lillian 
H. Bricker, Chairman, 3000 Mc- 
Comas Ave., Kensington, Md. 

21-22 . . Michigan Hospital Association, 
Grand Hotel, Mackinac Island, 
Michigan. 

22-29 .. American Society of Medical 
Technologists, Palmer House, Chi- 
cago, Illinois. 

23-29 . . American Physical Therapy Asso- 
ciation, Hotel Statler, Detroit, 
Michigan; Mary E. Haskell, Execu- 
tive director, 1790 Broadway, New 
York 19, N.Y. 

24-26 . . Comite des Hopitaux du Quebec, 
Montreal Show Mart, ‘Montreal, 
Qug , Roland Levert, Exhibit 
Direétor, 325, Chertin Sainte- 


Catherine, Outremont, Montreal. 


8; Quebec. 


July 


14-19 . . Institute on Hospital“Accounting, 
Indiana University School of busi- 
ness, Bloomington, Indiana, Wil- 
liam M. Pierce, Executive secre- 
tary, American Association of 
Hospital Accountants, 2630 East 
75th Street, Chicago 49, Ill. 


August 


1- 3... West Virginia Hospital Associa- 
tion, Greenbrier Hotel, White 
Sulphur Springs, West Virginia. 


September 


28-30 . . American College of Hospital 
Administrators, Atlantic City, N.J. 
30-Oct. 3 . . American Hospital Associa- 
tion, Convention Hall, Atlantic 
City, New Jersey, Maurice J. 
Norby, Deputy Director, 18 E. 
Division Street, Chicago, Illinois. 


October 


7-10 . . American Nursing Home Associa- 
tion, Ambassador Hotel, Atlantic 
City, New Jersey. 

7-10 . . American Association of Medical 
Record Librarians, Schroeder Ho- 
tel, ‘Milwaukee, Wisconsin, Doris 
Gleason, C.R.L. Executive Di- 
rector, 510 North Dearborn St., 
Chicago 10, Ill. 





List Your Meetings 
As soon as the dates for the next 
succeeding meeting of an organiza- 
tion have been determined an offi- 
cial should forward those dates at 
once to Editor, Hospital Manage- 
ment, 106 W. Adams St., Chicago 3, 

Ill. to insure appearance here. 











9-10 . . Indiana Hospital Association, Stu- 
dent Union, University of Indiana 
Medical Center Campus, Indian- 
apolis, Ind. 

15-16 . . South Dakota Hospital Associa- 
tion, Fall Meeting, Sheraton Cata- 
ract Hotel, Sioux Falls, South 
Dakota. 

15-18 . . British Columbia Hospitals’ Asso- 
ciation, Vancouver Hotel, Van- 
couver, B 

17-18 . . Nebraska Hospital Association, 
Cornhusker Hotel, Lincoln, Neb. 

18 .. Vermont Hospital Association, 
Long Trail Lodge, Pico Peak, Rut- 
lagd, Vt. 

22-25 . . Atiierican Dietetic Association, 
Dinfigr Key Auditorium, Miami, 
Florida. 

-26 . . American College of Osteopathic 
Hospital Administrators, St. Louis, 
‘Missouri. 

27-30 . American Osteopathic Hospital 
Association, St. Louis, Missouri. 

28-30 . .Association of Military Surgeons, 
Hotel Statler, Washington, D.C., 
The Secretary, Suite 718, 1726 
Eye Street, N. W., Washington 
6..D; C: 

28-30 . . Ontario Hospital Association, 
Royal York Hotel, Toronto, Ont. 

Oct. 30-Nov. | . . California Hospital As- 
sociation, Lafayette Hotel, Long 
Beach, Calif. 


November 


4-6.. American Association of Blood 
Banks, Sherman Hotel, Chicago, 
Il. 


6- 7. . Washington State Hospital Asso- 
ciation, Olympic Hotel, Seattle, 
Wash. 

6- 8 . . Maryland-District of Columbia- 
Delaware Hospital Association, 
Hotel Shoreham, Washington, D. 
C., A. K. Parris, Executive secre- 
tary, 200 W. Baltimore Street, 
Baltimore, Maryland. 

13 . . Connecticut Hospital Association, 

Connecticut Light and Power Co., 
Berlin, Conn. 

14-15... Kansas Hospital Association, 
Broadview Hotel, Wichita, Kan., 
Charles S. Billings, Executive di- 
rector, 1133 Topeka Ave., Topeka, 
Kan. 

15-16. . Virginia Hospital Association, 
Hotel Chamberlin, Old Point 
Comfort, Virginia. 


December 
3- 6.. American Medical Association, 
Clinical Meeting, Philadelphia, 


Pa., Dr. George F. Lull, 535 N. 
Dearborn St., Chicago, Ill. 


1958 


February 


26-28 . . Midyear Conference of Presidents 
and Secretaries of State Hospital 
Associations, Palmer House, Chi- 
cago, Ill. a 
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Health and Hospitals 
The National Picture 


® A FEW MONTHS ago an issue of 
THE AMERICAN SCHOLAR car- 
ried an article by the renowned 
astronomer Harlow Shapley, enti- 
tiled “Man’s Fourth Adjustment”. 
The subject is man’s relationship 
to the world and the universe. Dr. 
Shapley points out that man’s first 
major adjustment came when he 
discovered that the world was not 
centered on him alone. Next he 
learned that the sun, not the earth, 
is the center of our solar system. 
Then he discovered that the solar 
system is not the center of the uni- 
verse, but a part of one galaxy in 
a universe of millions of galaxies. 
Now, says Dr. Shapley, we may 
soon have to adjust our ideas to 
include the possibility science fic- 
tion writers have been suggesting 
for years . . . that there may be 
more highly developed and more 
intelligent forms of life in existence 
than our own. 

I wouldn’t want to be responsible 
for precipitating a panic in the 
medical and hospital professions, 
but I feel that I ought to warn you 
that an equally drastic revolution 
in the art and science of medical 
care has been sneaking up on us 
for several years. 

Dr. George Packer Berry’, ex- 
pressed it as well as anyone when 
he said, “Freedom of opportunity 
for good health is a basic human 
right. That this opportunity for 
good health should be provided for 
all is an insistent and growing de- 
mand. It is a major social and po- 
litical fact today.” Says Dr. Berry 





Doctor Dearing is Deputy Surgeon General 
U. S. Public Health Service 


Address before the Alabama Hospital As- 
es Montgomery, Alabama January 
, 1957. 


“The Future of Medical Education and 
Administration" — Address by Dr. George 
‘acker Berry Dean of Harvard Medical 


School and then President of the American . 
Association of Medical Colleges at Union ~ 


Coliege, Schenectady, New York, 1950. 
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“The sooner we come to recognize 
this social phenomenon — that the 
people believe they are entitled to 
good health and are demanding it — 
the sooner we shall be able to con- 
vert the vast engeries of our culture 
into more creative medical pro- 
grams.” 

For centuries we have been con- 
cerned mostly with what we call 
curative medicine. The develop- 
ment of sanitation and vaccination 
gave us a start toward preventive 
medicine. But we think of this pre- 
ventive medicine, even today, in 
terms of the health officer, the san- 
itary engineer, and the public 
health nurse—of preventing the 
spread of malaria, typhoid, or tu- 
berculosis. We have made progress 
in the practice of preventive medi- 
cine from the days when I was here 
in Montgomery, but our ideas of 
preventive medicine are still due 
for a revolutionary change. 

Recently, Surgeon General Bur- 
ney said that he believes it is 
the special privilege of the physi- 
cian today to impart to his patients 
the concept of “health mainte- 
nance”. “Upon the premise of this 
concept”, he said, “ I believe the 
physician, for the first time in the 
history of all medicine will find his 
true fulfillment as guardian of the 
health of man, as architect of his 
well being, as partner to his suc- 
cess and enjoyment of life.” 


Changes Foreseen 


As this concept of health mainte- 
nance advances from the realm of 
an idea toward a reality, it will in- 
evitably bring about sweeping 
changes in the function and there- 
fore in the organization and design 
of our hospitals. 

Obviously, the pace at which the 
change comes upon us will be de- 
termined by the imagination and 
energy we devote to the organiz- 


™ ing and firiancing of health serv- 


ices through insurance and other 


by W. Palmer Dearing, M.D. 


means, as well as by the pace of 
the progress of medical research, 
for example, in the areas of heart 
disease and cancer. Unfortunately, 
we can’t expect these diseases to 
yield their secrets as readily as 
others, such as cholera, smallpox, 
typhus and the other infectious dis- 
eases, where we were dealing with 
specific micro-organisms, vulnera- 
ble to specific drugs, medications or 
anti-bodies that can stop their 
growth or slow them down. 

We are using all the drugs avail- 
able that are known to bring down 
high blood pressure, but patients 
continue to die of hypertensive 
cardiovascular disease. On the other 
hand, cardiac surgery has developed 
to such an amazing degree that 
techniques once considered spectac- 
ular have become commonplace. We 
are even beginning to overcome 
that greatest of all limitations on 
heart surgery, the need for main- 
taining circulation of blood to the 
vital organs while the operation is 
going on. It won't be long until 
artificial kidneys and heart-lung 
machines will be standard equip- 
ment in every large general hospi- 
tal. And more delicate heart sur- 
gery will be made possible through 
hypo-thermic anaesthesia methods 
and drugs that will slow down the 
metabolic processes throughout the 
body. 


Progress Against Cancer 


The progress against cancer 
moves ahead slowly, with a small 
gain here and another there. But 
we still don’t know what causes it 
or how to block the wild, relent- 
less growth of malignant cancer 
cells, so tough and viable they con- 
tinue to grow even when trans- 
planted from one body to another. 
Our techniques of early diagnosis 
are being refined every day. As we 
learn more, we will increase our 


Please turn to page 74 
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Control of FLORAL DELIVERIES 


to patient areas... 


by James T. Farley 


@ IN A HospPITAL the size of St. 
Luke’s of Chicago (560 beds), the 
amount of traffic in and out of pa- 
tient areas reaches almost unbear- 
able proportions. The noise and 
confusion resulting from this traffic 
can frequently become harmful to 
the well being of the patient. 

When analyzed, much of this traf- 
fic could be avoided by changes in 
procedures and by forbidding un- 
limited access to patient areas. 

The problem of noise is not the 
only danger presented by heavy 
traffic to and from patient areas. 
Others which should be considered 
include the dangers of infection 
carried into patient areas by many 
feet, and security in the safeguard- 
ing of patients valuables. 





Mr. Farley is Assistant General Manager 
for Special Studies at the Memorial Center 
for Cancer and Allied Diseases in New 
York, N. Y. This article was written while 
he was Director of Methods Improvement 
at St. Luke's Hospital in Chicago, Ill. 
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These problems prompted us to 
look into one phase of this traffic 
problem, namely the delivery of 
flowers to patients. 

It had always been the practice 
in the past for florists’ delivery men 
to come to one of the two informa- 
tion desks and inquire as to the 
room occupied by the patient. The 
delivery man would then proceed to 
the patient’s floor and give the 
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floral piece to one of the nursing 
personnel at the nurses’ station. 

These floral deliveries averaged 
forty-four per day, on a_ year 
around basis. It can be imagined, 
then, to what proportions it grew 
during the Christmas and Easter 
seasons. 


Who Is Responsible? 


A constant problem which was 
raised by this procedure was fixing 
the responsibility for receipt of the 
flowers. The delivery men would 
frequently find all personnel at the 
nurses station too busy to receive 
the flowers and would merely leave 
them in some convenient corner. 
The flowers might then go unat- 
tended for hours and become lost, 
crushed or wilted. 

The florists, on the other hand, 
were also dissatisfied because of the 
many uncomplimentary complaints 
which they received. It would often 
happen that the patient would be 
discharged on a certain day and 
the flowers would sit in some corner 
of the nurses station until long after 
the patient had left. 

The problem was how to control 
the delivery of floral pieces at a 
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point prior to their arrival on the 
nursing unit, and to combine the 
deliveries into one or two trips per 
day. 

In the further interests of con- 
trol of the delivery of floral pieces, 
delivery men were required to bring 
the flowers to just one of the in- 
formation desks. This desk then be- 
came the control point for receipt 
of floral pieces. A small, unused 
storeroom adjacent to this desk was 
used as a storage area for flowers 
as they arrived at the hospital. 

Uniformed pages were assigned 
the task of making three delivery 
trips per day with the accumulated 
floral pieces. Thus we reduced in- 
ternal traffic from forty-four in- 
dividual trips per day by strangers 
to three trips per day by hospital 
personnel. 
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Designed Form 


A form was also designed (see 
illustration) to be filled out at the 
time the flowers are received at the 
information desk. The form is then 
attached to the floral piece to iden- 
tify the name and location of the 
patient. When the floral piece is 
delivered by the page, the head 
nurse signs the form thus indicating 
receipt for the patient. This form is 
then retained in delivery date order 
for about thirty days, in case any 
questions should arise about time 
and date of delivery. 


ST. LUKE’S HOSPITAL 


CHICAGO 5, ILLINOIS 





FLORAL DELIVERY CARD 


























1 

r 

\ 

y 

r 

S 

g 

e 

d 

e 

: Pt. 
e 

a 

, 

e 

" Date 
n 

e Time 
d 

r 

r 

| 

a 


MAY, 1957 


Rec'd by 


Delvd. by 































Nurses Station 


Station by 





During the study of this problem, 
the Retail Florists Association of 
Chicago was contacted and their 
reaction ascertained. They whole- 
heartedly endorsed the procedure 
to the extent of sending a special 
bulletin to all members describing 
and endorsing the new procedure. 

For the florists it meant a quicker 
delivery. The receptionist signed the 
florist’s receipt thus relieving the 
florist of further responsibility. 

For the patient it meant a little 
less noise and confusion in the pub- 
lic areas. 

For the nurse it meant fewer in- 
terruptions and injected a more 
controllable routine on deliveries of 
floral pieces. 

The flowers also get there sooner 
and in better condition than here- 
tofore. = 
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by Joseph Moore 


Promote interest in the hospital with a... 


® DURING THE PAST few years public 
relations has progressed from the 
advertising industry’s ugly duckling 
into one of the most respected tools 
of American business. Despite the 
fact that some few hospitals have 
smiled kindly toward the gentle- 
men of Madison Avenue, many hos- 
pital administrators strongly ques- 
tion the place of public relations in 
the hospital world. Yet, it is appar- 
ent that the country’s 7,000 hos- 
pitals, facing increasingly severe 
expansion problems, can advanta- 
geously utilize these services in 
successfully meeting present and 
future challenges. 

Just what and how can a hospital 
tell the community about its work? 
How can it convey its vital con- 
tribution to the community, and 


.. Public Relations Blueprint 


leave its name and need firmly im- 
planted in the minds of those it 
stands ready to serve? 


Objective 


The ultimate goal of a hospital’s 
public relations program is to create 
maximum interest, activity and 
financial support in the hospital’s 
behalf. 


Media Employed 


Press 

At all times the press should be 
kept abreast of new staff appoint- 
ments, births, deaths, social activi- 
ties of the auxiliaries and such, as 
well as the countless human-inter- 
est stories of which an alert public 
relations director should be aware. 

House organs of churches, clubs, 
schools and local industries have a 
tremendous potential which should 


Mr. Moore is Public Relations Director at 
the East Orange General Hospital in East 
Orange, New Jersey. 


be exploited by any suitable mate- 
rial. 

In order to effect maximum in- 
terest between press and hospital 
in the community, a_ bi-annual 
luncheon should be arranged at 
which members of the press could 
meet and discuss the hospital and its 
facilities with key staff members. 

Magazines & Newspapers . .. are 
always interested in new ideas and 
stories of community projects. 
There is no better source of mate- 
rial than a hospital. The list of 
magazines runs the gamut from 
general interest to highly special- 
ized medical publications. Obvious- 
ly, a different approach must be 
taken with each, and the story must 
be geared to the readers of the 
respective magazines. 

It is highly advisable for the 
hospital to have at its disposal an 
excellent local photographer. If pos- 
sible, one who has had newspaper 
experience should be selected, for 
without a news-angle in the pic- 
ture, many a good story is fre- 
quently lost. 

Story Ideas . . . should be ad- 
dressed to the Story Editor, giving 
him, in brief form, an outline of a 
suggested story or “angle”. He will 
then make contact regarding his in- 
terest in the material. 

An average of 75 magazines may 
be contacted. Rejection slips will 
come from some; the bulk will not 
reply at all and perhaps one or two 
will show interest. 

If at all possible, the P.R. man 
should then meet with the inter- 
ested editor, and suggest at greater 
length his story’s potential. Al- 
though time consuming and ex- 
hausting, this approach frequently 
bears rich dividends. 

Radio and Television . . . offers 
countless opportunities for live in- 
terviews with hospital directors, 
auxiliary heads, trustees and staff 
members. The approach to program 
directors is similar to that used for 
magazines. 

If a large public participation 
event is planned, “spot” announce- 
ments will usually be made by radio 
stations. 

Films . . . present the most ver- 
satile, although the most expensive, 
public relations tool. A film has a 
dual purpose: it may be given wide 
audience by offers to schools, 
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churches and clubs, in addition to 
extensive TV use. 

Any hospital, regardless of size, 
has its own story to present to the 
public. Done in an effective, sim- 
ple, realistic manner, it serves its 
most vital public relations function: 
that of enlisting help, interest and 
financial support. 

Tours ... at a suitable time, e.g. 
the opening of a fund drive or dur- 
ing hospital week, an “open-house” 
can be held with members of the 
community given guided tours of 
the hospital, being shown the fa- 
cilities available for their welfare 
and protection. 

Exhibits . . . from health organ- 
izations are readily available for a 
hospital “open-house”. Major phar- 
maceutical houses will also provide 
non-commercial, informative ex- 
hibits. 

The hospital can approach major 
stores in the community for window 
space, offering materials needed, 
and of course, giving full coopera- 
tion to the display managers. Smal- 
ler stores can be asked to display 
flyers to advertise the hospital and 
“open-house” or any other public 
participation event. Special posters 
can be made for the post office, 
railroad stations, etc. The public li- 
brary will usually provide space 
for a large exhibit where hospital 
literature can be distributed. Mate- 
rials for all these displays, which 
can follow a set theme, are usually 
available in the hospital’s historic 
and photographic collection. 

Speaker’s Bureau .. . consisting 
of executives, department heads, 
members of the staff and auxiliaries 
who are available for speaking to 
civic groups, clubs, etc., provide an 
excellent means of bringing the 
hospital story to the community. 

Annual Report . . . should be 
made to the community, since each 
member is an active or prospective 
participant in the hospital’s success, 
and therefore should be made 
aware of the hospital’s position and 
progress. However, replacing the 
traditional, formal annual report, a 
full-page “advertisement” in the 
local press tells the hospital story 
to the entire community. 

Additional Major Functions .. . 
can include an annual trustees’ din- 
ner, to which a distinguished figure 
in the health field is invited as 
guest-of-honor. Presentation of an 
award to the speaker is an excellent 
“gimmick” to secure their services. 
The dinner can be attended by 
trustees, senior doctors and citizens 
of the community who have, or may 
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show interest in supporting the 
hospital. 

In a lighter vein, a charity ball 
serves a number of purposes. In ad- 
dition to raising a substantial sum 
of money for the hospital, it brings 
together on an informal basis, in 
the interest of the hospital, trustees, 
administrators, doctors, civic lead- 
ers and local socialites. 


Results 


Provided the public relations of- 
fice is used as a clearing house, so 
that conflict between various activi- 
ties can be avoided, all events result 
in highly successful and favorable 
public relations for the hospital. 


Using East Orange (N.J.) Gen- 
eral Hospital as a specific case his- 
tory, the following program was 
implemented by the public relations 
director, who holds the dual posi- 
tion of financial development man- 
ager. 

National Hospital Week, tradi- 
tionally the second week in May, 
presented a natural highlight of this 
hospital’s continuing program. 


A few days prior to Hospital 
Week, the president of the women’s 
auxiliary was interviewed on a na- 
tionwide hook-up about her group’s 
efforts on behalf of the hospital. 
Thousands of letters requesting in- 
formation about East Orange Gen- 
eral Hospital poured in after the 
show. 


Program for Hospital Week 


MONDAY ... Press luncheon for 
members of local press, wire serv- 
ices, and major metropolitan dailies 
hosted by hospital administrator, 
and attended by key staff members 
and presidents of auxiliaries. 


TUESDAY ... Women’s auxiliary 
held annual bridge and fashion 
show for benefit of hospital. 


WEDNESDAY ... An alumna of 
the hospital’s school of nursing who 
had had a particularly distinguished 
career, both in the U.S. and Greece, 
was honored at a reception and 
presented with the Board of Trus- 
tees’ Meritorious Service Award. 
Invitations were sent to prominent 
Greek and Greek-American citi- 
zens. Mrs. Eisenhower was informed 
of this nurse’s devoted service, and 
the First Lady responded with a 
personal letter of congratulations. 


THURSDAY .. . News releases 
about the week’s activities appeared 
in all local papers. 


FRIDAY .. . Extensive internal 


publicity, including showing of hos- 
pital film to employees. 

SATURDAY .. . Luncheon in 
honor of General Robert Wood 
Johnson, chairman of the board, 
Johnson & Johnson, who is an out- 
standing layman in the health field, 
both in New Jersey and the entire 
nation. The General was presented 
with the first annual Citizen-Serv- 
ice Award by a hospital trustee who 
figures prominently in business and 
civic affairs. 

The hospital conducted a full- 
scale “open-house” during the 
afternoon. Tours of the hospital 
were given—the hospital movie was 
shown—and refreshments were 
served by the women’s auxiliary. 


Press Code 


Dr. Edgar C. Hayhow, East 
Orange General Hospital’s director, 
is credited with organizing the first 
definitive hospital press code in 
New Jersey. Written many years 
ago, long before hospitals were 
cognizant of press relations, the 
code sets down in black and white 
the limits to which an institution 
can go in releasing information to 
the newspapers. 


Conclusion 


With thorough planning, at least 
4-6 months ahead of the major 
event, and imaginative, yet cautious 


exploitation of opportunities, a 
similar program may be used by 
any hospital. 

Although large-scale public rela- 
tions is perhaps made easier in a 
metropolitan area, even the most 
isolated community can achieve re- 
warding results by adapting the 
basic formula to its own particular 
needs. 


In the final analysis it is the hos- 
pital staff, rather than the number 
of activities or dimension of plans, 
who will gain the lasting good will 
and interest of the public. Their 
competence and courtesy alone 
create a satisfied patient, and it is 
this patient who carries sympathy 
for the hospital, its goals and prob- 
lems into the community. 


It is the satisfied patient, his fam- 
ily and friends, who will later re- 
spond to appeals for funds and vol- 
unteers, or any other necessities for 
which the hospital must look to the 
community. It is the favorable re- 
sponse to these appeals that enables 
the hospital to fulfill its vital func- 
tion and so further the community’s 
welfare. * 
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Above: “Y” tube of knitted nylon 
to replace Aorta and Iliac arteries. 
“Crimping” of lower segments per- 
mits bending without kinking and 
blockage. 
Right: Nylon “Y” tube graft in 
place. Suture of graft to femoral 
arteries is made through separate 
incision in each leg. 


by Charles U. Letourneau, M. D. 


® OF ALL THE spectacular develop- 
ments which have taken place in 
surgery during the past ten years, 
that connected with the heart and 
the great blood vessels is probably 
the most revolutionary. Today, sur- 
geons can literally replace parts of 
the circulatory system in much the 
same way as worn out automobile 
parts are replaced. 

It would be sanguine to hope that 
new livers, kidneys and _ hearts 
might be exchanged for old, but 
even this development may not be 
far away. These organs are not as 
essential as we used to think! (see 
HOSPITAL MANAGEMENT February, 
1957). 

Arteries in particular are suscep- 
tible to changes produced by the 
wear and tear of life. It has been 
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truly said that a man’s age can be 
measured by the condition of his 
arteries. 

The most common changes that 
occur in the arteries are degenera- 
tion of tissues that cause weakening 
of the arterial wall. These changes 
in the inner lining of the blood ves- 
sel may result in a narrowing, a 
distention or a complete blocking 
of the artery. 

When this happens in one of the 
smaller blood vessels, there is not 
much that can be done. Fortunately, 
this type of injury to blood vessels 
is relatively not serious unless it 
happens in a vital organ. 

Small arteries can be replaced but 
the chances of success are slight. 
This is because the internal diam- 
eter of the blood vessel (the lumen) 


is very narrow and a new blockage 
tends to be produced at the junc- 
tion of the new artery with the old. 

The greatest amount of success 
in this field has been with the 
larger arteries. These are the aorta 
and its larger branches which are 
called the subclavian and the iliac 
arteries. 

This is a development of utmost 
importance to hospital administra- 
tors. The management of such oper- 
ations involves a_ considerable 
amount of hospital service if they 
are to be successful. 


Homografts 
The most complicated system of 


repairing worn out arteries is by 
replacement with arteries or pieces 
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of arteries taken from the bodies of 
healthy persons who have been 
killed in accidents. 

The preparation and preserva- 
tion of such tissues in “tissue banks” 
requires skilled personnel and ex- 
pensive equipment. 

The “freeze-drying” principle 
used by the Navy” is still the meth- 
od of choice for preserving this type 
of tissue. Recently, the research 
laboratory of the General Electric 
Company in Schenectady, New 
York added a refinement. After sev- 
eral tissues have been frozen in a 
plastic bag, they are supported on 
a bed of dry ice of about —110° F. 
and exposed to the beam of a 1.5 
million volt electron generator four 
minutes on each side. 

Bacteria in the tissue are killed 
by the chemical changes produced 
within them by the passage of elec- 
trons but, of course, these chemical 
changes also occur in the cells of 
the tissues that are irradiated. The 
cells are killed too. The trick is to 
kill the bacteria without disintegrat- 
ing the cells completely. 

In this condition, tissues can be 
stored successfully for a long time. 
Although the tissues be dead, they 
are still considered to be useful. 
Some have been shown to be in ex- 
cellent condition a long time after 
they were implanted. 

From the hospital administrative 
point of view, the important thing 
to recall is that there is much ex- 
pense involved with the use of 
arterial homografts, as they are 
called. 


Synthetic Grafts 


During the past five years, some 
very promising experimental work 
has been conducted with synthetic 
fibers as an artery substitute. There 
have been several reports of suc- 
cessful replacement of arteries by 
means of artificial fibers. Such com- 
mercial products as Orlon, Nylon, 
Vinyon, Teflon and others have 
been used with excellent results. 
It is superfluous to point out that 
if this method were shown to be 
as good as the transplanted arterial 
segment method, it would be much 
superior from a_ cost, personnel, 
equipment, and administrative point 
of view. 

Thus, the work of Edwards and 
Tapp of the Medical College of 
Alabama is worthy of review. These 
research workers experimented 
with flexible braided nylon tubes, 
treated with formic acid and heat 
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so as to increase the strength of the 
tube and to decrease its porosity. 
Tubes with various sizes of inside 
diameters were experimented with 
and better results were obtained 
with the larger tubes. 

Most spectacular success was ob- 
tained in treating lesions of the 
aorta at its bifurcation. This occurs 
at the lowest point of the abdominal 
aorta where this great artery divides 
into two iliac arteries which con- 
tinue downward into each of the 
lower limbs. 

The commonest lesions that occur 
at the bifurcation are aneurysm 
(dilatation) and the Leriche syn- 
drome arising from thrombosis of 
the lower aorta and upper iliac ves- 
sels (partial blockage). 

It is in this area that replacement 
is most desirable. 


Y-Tube 


Edwards and Tapp have devel- 
oped a prefabricated “Y” tube of 
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OCCLUDED 
ARTERY 


knitted nylon (A) which is designed 
to replace the lower end of the 
aorta and the upper portions of the 
iliac arteries. 

The technique of insertion is as 
follows: (B) After exposure of the 
aorta at the site of operation, the 
nylon graft is cut to the proper 
length that will be required to re- 
place the diseased arteries. 

After the graft is cut, both ends 
of the tube are sealed with a hot 
wire to prevent any tendency of 
fraying of the tube ends. 

The artery is exposed (1) 
clamped (2) and cut (3). 

The diseased artery is sewn shut 
(4) and the upper end of the nylon 
graft is sutured to the aorta (5). 

The lower ends of the nylon graft 
are threaded along the iliac arteries 
and ultimately inserted into the 
femoral arteries (continuation of 
iliac arteries) by an end-to-side 
technique (6) that involves simply 
Please turn to page 129 
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Please No Pajamas! 


A social worker evaluates the necessity of her profession in the hospital 


by Virginia Heisey 


“Wow! 
mas!” 

That’s what one hospital adminis- 
trator said when he heard that some 
social service departments use their 
professionally trained case workers 
to distribute pajamas to patients. 

In any hospital there are ‘many 
such services which do not “legiti- 
mately” fall into the classification 
of appropriate functions for any of 
the established departments — and 
the all too familiar refrain is “They 
have to be done by someone.” 

But should this “someone” be a 
social worker who has taken ad- 
vanced education — whose attention 
should be focused on helping the 
person who has become ill work 
out his social and emotional prob- 
lems? 

Of course, in the majority of hos- 
pitals, social service staff does not 
take responsibility for all the non- 
casework functions such as editing 
patient newspapers, supplying pa- 
jamas, admitting patients, telephon- 
ing relatives with messages from 
patients, or transporting patients 
to clinics. 

Fortunately, hospitals requiring 
non-casework duties by the social 
service department are in the mi- 
nority. But this minority is signifi- 
cant enough to cause concern. 

The problem isn’t so simple that 
it can be answered by saying that 
the social worker may not have in- 
terpreted appropriate functions ade- 
quately, or that the medical admin- 
istrator may not have tried to un- 
derstand services that training has 
equipped the social worker to do. 
Both this interpretation and under- 
standing are necessary when estab- 
lishing any new service in the hos- 
pital setting or when re-evaluating 
the services of an existing depart- 
ment. 

Doctor John R. McGibony' sug- 


Pretty expensive paja- 


4John R. McGibony, M.D., Principles of 
Hospital Administration, G. P. Putnam's 
Sons, New York, 1952, p. 349. 
Miss Heisey is Chief of Social Service Dept. 
Public Health City of Pittsburgh. 
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gests that “in cooperation with 
other department heads the director 
of social service should develop a 
sound, clearly defined program, pref- 
erably in writing. This prevents 
misunderstandings and makes for 
better utilization of the worker’s 
time and abilities. A common cause 
of dissatisfaction is to undertake a 
far heavier work load than the staff 
ean possibly carry. Periodic review 
and evaluation of procedures and 
services are imperative.” This will 
lead to a mutual understanding of 
the hospital as a whole and of the 
specialized services of the social 
service department by the hospital 
administrator and the social service 
director. 


Definition of Standards 


A statement of standards to be 
met by medical social service depart- 
ments in hospitals may be found 
in a booklet published by the 
American Association of Medical 
Social Workers and approved by 
the American Hospital Association. 
It states, “Activities in which social 
service departments may appropri- 
ately engage and which should be 
developed in close _ collaboration 
with the medical staff and adminis- 
tration are: 

1. Practice of social casework. 

2. Participation in program plan- 
ning and policy formulation 
within the medical institution. 

. Participation in the develop- 
ment of social and health pro- 
grams in the community. 

. Participation in the educa- 
tional program for professional 
personnel. 

5. Social research. 

Casework service to the individ- 
ual patient is the primary and 
fundamental’ activity of the depart- 
ment. All other activities of the de- 
partment depend upon sound, con- 
tinuous social casework practice.” 

These basic services — and per- 
haps some of the non-casework 
services — could be undertaken by 
the social service department IF 


it maintained a large staff. How- 
ever, since most of them are under- 
staffed (and overworked), with 
heavy case-loads, many compro- 
mises are made when trying to 
carry on both types of service. 


Who Provides Non-Casework 
Services? 


In answer to the question “Who 
will assume the services not appro- 
priate to social service?” we need 
to consider each one of these serv- 
ices individually and carefully. 

If the service was initiated be- 
cause of patient need, through care- 
ful evaluation by the administrative 
team another channel may be found 
to which transfer of services could 
be made. If this isn’t possible, it 
would be well to weigh carefully, 
the long term cost and value of the 
use of professional time. Just what 
would happen if the particular serv- 
ice were dropped in favor of meet- 
ing, to a greater degree, the pa- 
tient’s environmental and personal 
difficulties which are related di- 
rectly to their illness, recovery and 
preservation of health? 

How many medical social- service 
departments are met with referrals 
such as the following? 

An admission clerk calls: “We 
have a patient who can’t be admit- 
ted to the hospital and we’re send- 
ing him to social service.” If the 
problem is getting the patient home 
or transferred to another hospital, 
it would save his time and hospital 
social service time if the cost of the 
trip could be handled through the 
clerk. 

Doctor X refers Mrs. Brown for 
referral to the Visiting Nurse As- 
sociation. This involves gathering 
medical information, discussing ‘he 
referral with the patient and con- 
tacting the V.N.A. In some hospi- 
tals and clinics the routine V.N.A. 
referrals are carried out through 
the hospital or clinic nurse who can 
be much more explicit about the 
nursing care needed. She is in an 
excellent position to share with the 
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nurse who will be giving home nurs- 
ing care, the comprehensive medical 
plan which would include what had 
been carried out in the hospital as 
well as the recommendations for 
future care. The nurse’s training 
and experience equip her with spe- 
cific knowledge as to the patient’s 
care and treatment and this is the 
important service being transmitted 
from one person to another. 

Most social service departments 
no longer compile medical in- 
formation routinely when it is re- 
quested by other hospitals or clinics 
since medical librarians more ap- 
propriately fill these requests. There 
are skills in the excerption and com- 
pilation of large bodies of medical 
information which are a part of 
specialized training and experience. 
These skills are more efficiently and 
less expensively executed by medi- 
cal librarians because of their 
knowledge and specialization. 

Social service departments may 
be asked to get consent for autopsies 
or get blood donors for patients 
unable to provide their own donors. 
Autopsy requests may require a 
medical explanation, the opportun- 
ity for relatives to have their own 
medical questions answered so that 
this service is better fullfilled 
through medical channels which may 
be supplemented by casework when 
indicated, especially where undue 
fear or anxiety is involved concern- 
ing the carrying out of such pro- 
cedures. 

The frequent request to help 
patients secure orthopedic appli- 
ances and medication through com- 
munity agencies would be less ex- 
pensive to the hospital if certain 
parts of this service were carried 
out by a clerk rather than the so- 
cial worker. Completion of forms, 
contacting the appropriate sources 
for costs and many routine phases 
of the paper work involved in se- 
curing appliances or medications are 
time consuming and do not require 
casework skills. There are, however, 
other phases which are the functions 
of a caseworker. These include help- 
ing the patient understand his feel- 
ings about his particular disability 
and work out whatever problems 
he may have which would keep him 
from using an appliance or medica- 
tion effectively. 

The purchase of social service by 
a hospital is not an inexpensive one 
and the expenditure should be care- 
fully planned to make the best use 
of the investment. 


Utilizing Community Services 


One of the basic services to be 
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performed by the social worker is 
to help the patient learn about and 
use appropriate community re- 
sources. For example, in one hospi- 
tal the social worker was called on 
many times to help patients with 
this problem: 

A male veteran in a civilian gen- 
eral hospital requested help with 
his application for non-service con- 
nected pension. This meant having 
the patient supply information for 
the Veterans Administration regard- 
ing his discharge, to show it was 
under conditions other than dis- 
honorable. After the application was 
completed, the worker submitted 
it to the Veterans Administration 
Regional Office along with the re- 
quired medical information secured 
from the hospital physician. In the 
meantime, the social worker re- 
ferred the patient’s wife to the State 
Veterans Commission for temporary 
financial aid until compensation be- 
gan. 

Much explanation was needed — 
both to the patient and to his wife 
about the possibility of disallowance 
of award. Additional forms which 
were sent from the Veterans Ad- 
ministration concerning employ- 
ment history were also filled out 
with the help of the veteran. 

By the time all the forms and 
correspondence were completed, the 
case worker had made five contacts 
with the patient and his family, as 
well as four phone calls to the 
Veterans Administration and the 
State Veterans Commission. 

Although this was an extremely 
important service to the patient 
(who undoubtedly was able to ad- 
just to his hospitalization with 
greater ease, knowing his family 
would not experience severe finan- 
cial deprivation) it was a service 
which could have been better car- 
ried out by a Veterans Administra- 
tion representative. His specialized 
knowledge would have eliminated 
the need for many of the separate 
procedures outlined above and the 
service actually would have been 
rendered with more efficiency and 
dispatch. Eventually a count of the 
total number of veterans, in the 
hospital and a letter to the Veterans 
Administration by the medical di- 
rector of the hospital resulted in a 
weekly visit by a contact man from 
a nearby Veterans Administration 
Hospital. 


What is Medical Social Work? 


Medical social service is set up 
within a hospital or clinic to help 
meet the problem of the patient 
who requires medical care. It is 


based on the knowledge that illness 
may be caused or aggravated by 
social and emotional factors and on 
the need which many patients have 
for help in adjusting to illness and 
the treatment it involves. This may 
entail direct help to the patient and 
his family, contact with the physi- 
cian or other persons involved in 
treating the patient, or work with 
community agencies in his behalf, 
or all three. 

Several brief examples may serve 
to illustrate the kinds of help of- 
fered to the patient, the adminis- 
trative and medical staff of the hos- 
pital, and the community. 

Mrs. Miller had just delivered 
her first child and it was a momen- 
tous occasion for her and her hus- 
band. Medical problems which in- 
volved surgery for the new mother 
clouded her glow, however, and it 
was at this point that her doctor 
asked if she would like to talk to 
the medical social worker to help 
her in making plans for the care of 
the baby while she remained in the 
hospital. The medical social worker 
found Mrs. Miller unable to accept 
the need for surgery and the first 
phase of casework was to help the 
patient understand her very normal 
desire to want to care for her own 
baby and her fears when she 
thought of anyone else doing the 
things she wanted to do. The deep- 
er concerns about surgery were 
well hidden beneath this reasoning 
and she could think about these 
only after well thought out ar- 
rangements were made for the 
baby. This involved the medieal 
social worker talking with her and 
her husband together. Finances 
were no problem, but since there 
were no relatives who could help, 
finding adequate and experienced 
temporary care was the interest of 
all concerned. The doctor: partici- 
pated at selected times in these dis- 
cussions which helped to bring 
about mutual understanding of the 
social and medical problems. 
Through a family agency the baby 
was placed in a home where the 
foster mother had had previous ex- 

erience in caring for newborn 
babies. Both of the real parents 
were content with the arrangement 
and could concentrate on what was 
involved in Mrs. Miller’s medical 
care. Her husband’s interest and 
support were vitally important to 
Mrs. Miller in helping her through 
a rough time. His understanding of 
this was increased through his talks 
with the medical social worker. In 
several months Mrs. Miller’s doctor 
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® ASSUME THAT THERE is a written 
personnel policy, custom built to 
suit the particular institution’s op- 
eration and assembled item by item 
to make a coordinated and cohesive 
plan. 

In appraising the policy, the most 
significant factors to be evaluated 
are—motivation and intent. It is 
essential to know: What condi- 
tions motivated the adoption of the 
policy? Did prevailing conditions 
make the preparation of the policy 
compulsory, or was it developed 
voluntarily? Was it instituted be- 


cause another hospital publicized a 
“liberal personnel policy;” because 
a payroll appeared to be getting out 
of hand; or because there were 
criticisms of favoritism? 

* Other important queries are: Why 
was the policy needed at the time of 
founding? What was it supposed to 
do? The replies to these questions 
emanate from a fundamental desire; 
from an intent which determines 
the success or failure of the entire 
personnel program; from the moti- 
vation that not only brings a policy 
into being, but influences all its 
functions. 











THE WRITTEN PERSO] 
THE ANSWER 


IS NOT 


This is the second part of a three 


by E. H. Heyd 


INEL POLIC 


Part li Motivation and Intent 


ness—not as an expediency to 


part article. Part I appeared in the 
April issue. Part III will be in the 
June issue. 


The following questions are per- 

tinent: 

A. Was the policy adopted to 
arrest dissension? Was it an 
abortive attempt to bring or- 
der by administrative direc- 
tive? Did it establish inviolate 
limitations and _ standards? 
Was it designed to control 
employee abuses which were 
out of hand? 

. Was it a timely program, com- 
parable to one found in any 
substantial business enter- 
prise? Did it attempt to meet 
present day concepts of em- 
ployee needs? Was it con- 
ceived with a sense of en- 
lightenment and progressive- 


a threat? 

These are all important questions. 
Honest answers reveal the reasons 
for the establishment of the policy. 
Behind the obvious reasons, is 
found the fundamental philosophy 
which shapes the intent. This is 
more important than the careful 
spelling out of the individual prac- 
tice, regardless of the liberalness, 
because it is the foundation for 
conducting dignified and honorable 
daily employee-employer relations. 


Two Philosophies 


The preceding illustrations may 
appear slightly. exaggerated, but 
they are not typical. Imagine 
them as hinting of two different 
philosophies; each satisfying a basic 
desire. Then visualize the two as 
they are further developed: 


A. In the first, there is obviously 


a recognition of known in- 
equalities and inconsistencies 
affecting the operation of the 
institution. However, it is 
believed there is little wrong 
that a policy directive would- 
n't correct. Further, the au- 
thorities are not too concerned 
since the disturbances have 
not resulted in inquiries by 
prominent members of the 
community or personal friends 
on the medical staff. There 
is, in this particular case, 
more than a casual glance at 
the balance sheet; an aware- 
ness that the discord is affect- 
ing the operating cost—but 
not sufficiently to take action 
now! 


. In the other there is a. recog- 


nition that hospital employees 
are the same as any other 
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worker. They, too, have fam- 
ilies, have personal problems 
and difficulties, want nice 
things, desire security. They 
are aware of fair treatment 
and the appreciation of their 
efforts. While the development 
of high morale and mainte- 
nance of employee loyalty is 
emphasized, the authorities do 
not overlook the practical 
financial side. They believe 
that the best way to an effi- 
cient economical operation is 
by having all employees “be- 
long”. They, too, keep an eye 
on the balance sheet, but they 
also observe with concern the 
cause of payroll additions and 
separations. They are inter- 
ested in the reason “why”. 


To appreciate and understand the 
importance of an intelligent guiding 
philosophy for the conduct of em- 
ployee-employer relations, another 
approach is proposed. A number of 
practices that actually existed and 
were undoubtedly implemented in 
good faith to meet a need, are il- 
lustrated below. They may have met 
a need but certainly appear to be 
lacking: 

A more “favorable” wage sched- 
ule was approved for one em- 
ployee group while others 
(without a special spokesmen 
and a “pipe line” to the 
Board) were ignored. 

Additional vacation time was 
substituted for increased re- 
muneration—or in “certain 
cases” just for the asking. 

Unlimited paid overtime was al- 
lowed to increase take home 
pay, because the prevailing 
hourly compensation was low. 

“Better” fringe benefits were pro- 
cured for one group by the 
“leadership” of a strong per- 
sistent personality. 

Free meals were available with- 
out question; or to some as 
compensation for a low pay 
scale; or to others because 
they liked the food (especially 
since it was free). 

Different prices were charged for 
the same meal in the same 
cafeteria, depending upon em- 
ployee group. 

Rebates for meals not eaten were 
given to some _ employees, 
while others forfeited meal al- 
lowance. 

A work schedule of 35 or 37% 
hours was worked by some 
employees, (including lunch 
time in some _ instances), 
though the official work week 
was 40 hours. 
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Sick leave was at best vaguely 
described in one department 
and even more loosely admin- 
istered, while in others it was 
considered on an individual 
basis—at time of illness. 

Some holidays were changed in 
day and number, from year to 
year, and different days were 
celebrated in diverse depart- 
ments. 

The examples may seem bizarre 
to some. Admittedly they are differ- 
ent. They are not wholly uncom- 
mon practices, but since they were 
actual practices, may be considered 
a policy in fact. 


Intent Important 


There are a number of alternate 
conclusions each of the above situ- 
ations offer, depending upon the 
ideal that fashions the thinking. To 
illustrate, the two most simple 
courses are—(1) changing the prac- 
tice; (2) or retaining it as reported: 

1. No magic is required to change 
a practice by rewriting the policy 
to completely eliminate the pressure 
of an apparent abuse (it is un- 
necessary at this point to contem- 
plate the even greater new evil a 
change may establish—some of the 
preceding examples illustrate this 
point well). 

2. On the other hand, if it were 
the intent of the practice, official 
sanction could be given to perpetu- 
ating it by merely maintaining si- 
lence. 

In both instances weird mental 
gymnastics may be required to ra- 
tionalize*a reason for the decision. 
High level persuasion, nevertheless, 
augmented by “personal friendship” 
or “intimate knowledge” makes the 
human mind do queer tricks. Some 
closets are beset with this type of 


‘skeleton, all very familiar fellows. 


The foregoing indicates that there 
is no assurance that a personnel 
policy improves employee-employer 
relations. The popular conception is 
that a policy is conducive to in- 
creased harmony and better un- 
derstanding which adds to the 
productiveness of the entire official 
family. However, if the intent is not 
genuinely dedicated to that goal, the 
whole program is a sham which 
eventually fails with tragic results. 
A very elaborate policy may be 
motivated by threat and adminis- 
tered by fear. This is a “policy” by 
name. It defines wage schedules, 
vacation, sick leave, etc. in writing. 
But it is not conceived to do the 
real job. Two suggestions are 
offered: 


1. A good personnel program is 
established on a basic philosophy of 
mutual respect between employee 
and employer; it is more than rules 
and regulations that govern inter- 
personal relations for eight hours a 
day while on the job. 

2. The program to be effective 
must be more than “written”; it 
has to be workable and understand- 
able at the “grass roots.” 


Supervisor Is Key 


The honest to goodness produc- 
tive personnel work is done in the 
day to day, face to face, intimate 
association between employees. The 
most vital agent for the success of 
the program is a good immediate 
supervisor. He carries the major 
share of the load. He is in the 
strategic position of assisting or 
hindering, of encouraging or 
thwarting. He has the enviable fa- 
cility to observe individual peculi- 
arities, likes and dislikes, ambitions, 
frustrations. He can challenge latent 
potential, or call upon special ca- 
pabilities to contribute to the 
achievement of the group. He has 
the responsibility to use judgment 
and understanding in directing daily 
efforts for individual growth, and 
greater stature. He is the listening 
post—to hear gripes and opinions; 
to be available for counsel when 
advice is sought; but not to be a 
“busy-body”, or a snooper, or over- 
ly paternalistic. 

He has to interpret intelligently, 
to evaluate objectively; and to apply 
consistently all institutional policies. 
He has to be firm without being 
static, flexible without losing the 
fundamental intent. He transforms 
the intangible to tangible, the per- 
sonal to impersonal, carefully ex- 
plaining reasons to assure a com- 
plete understanding. He personal- 
izes, on the other hand the policies, 
rules, regulations and practices that 
are so necessary in a_ successful 
community of effort. He is the key 
to all personal activities by repre- 
senting management to employees, 
and the employees to management. 
He is “Management”. He is the 
“Employee”. 


Personnel Officer 


The function of the personnel 
officer is dependent upon the or- 
ganizational structure. In our con- 
cept the job is considered a strictly 
staff function. It serves as a con- 
sultant or an advisor to any super- 
visor when requested; to suggest 
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Time and labor saved mean money saved with a 


Pneumatic Tube System 


by 
Carroll 


Hennessy 


® HOSPITALS TODAY have become 
one of the major users of pneu- 
matic tube systems. The reason is 
purely and simply economics. Hos- 
pitals, like every other type of 
business, have been facing the in- 
creased cost of operations and as 
a result, the hospital managers are 
spending more time studying ways 
of cutting costs without lowering 
standards. 

Pneumatic tubes figure in this 
picture because they will provide 
a faster service at a lower cost 
than can be performed manually. 
Pneumatic tubes are being installed 
today that interconnect the nurses’ 
stations with all of the service de- 
partments so that there is very little 
need for messengers and almost no 
need for the nurses or other highly 
trained technicians to be wasting 
their time performing messenger 
work. It is difficult to put a price 
on the value of a tube system be- 
cause most hospitals are not 
equipped with time study engineers 
to gather data, but we can draw 
from the experience of industry. 

A 4” automatic Airtube switch 
system is installed in the new Ford 
Motor Co. plant at Mahwah, N.WJ., 
and a study was made by the engi- 
neers. It was found that it was sav- 
ing them 1944 men every day. 

It is reasonable to assume that 
some parallels can be drawn be- 
tween a hospital operation and an 
industrial plant in view of the fact 
that both have certain routine jobs 
(diet tickets—time cards, supply 
requisitions—production records) 
that go on which would be similar 


Mr. Hennessy is vice-president of the 
Lamson Corporation in Syracuse, New York. 
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to the operation of an industrial 
plant, but in the hospitals there 
are many unscheduled duties in 
which a report, a drug, or an in- 
strument is required which could 
not be anticipated in advance, and 
these instances might make a sys- 
tem more valuable than it would 
be in industry. 

Airtubes that are being installed 


in hospitals today follow a general 
pattern in which each of the nurses’ 
desks is equipped with a station 
as well as the operating room, labo- 
ratory, x-ray, central supply, phar- 
macy, dietitian, out-patients’ de- 
partment, administration offices, 
and usually the emergency depart- 
ment. 

The tube size that is most popu- 
lar is the 4” system, although some 
3” systems are being used. The 
automatic switch system seems to 
be replacing the conventional cen- 
tral desk type because of the sav- 
ings of personnel to man a central 
desk. The savings can be justified. 


Capital Depreciation 


Tube systems are considered c:p- 
ital equipment and are depreci- 
ated with the life of the building 
but for matters of discussion, a i0- 
year amortization period can be 
used. Let us assume that an auio- 
matic switch system would be twice 
the cost of a conventional system: 


AUTOMATIC 
CONVENTIONAL SWITCH 
SYSTEM SYSTEM 
$25,000. $50,000. 
50,000.* 


TOTAL: $75,000. $50,009. 


This indicates that the automatic 
system would save approxim:tely 
$5,000. a year. There would be 
another saving in the initial cost 
of the automatic system in the floor 
space that would be required for 


*(Two operators for central desk, day 
and night at $2,500. each a year) !0 * 
$5,000. = $50,000. 
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the central desk. The central desk, 
with room for operation, would re- 
quire a space approximately 10’ x 
10’, or 100 sq. ft., while the auto- 
matic system monitor is normally 
installed in a space approximately 
20 sq. ft., so there would be an 
approximate saving of 80 sq. ft. of 
floor space, which, at today’s build- 
ing costs, represents a substantial 
sum of money. 

Several automatic system moni- 
ters have been made against the 
ceiling, in a storage or work room, 
or even in an attic, so that no floor 
space is used. To give example of 
some specific applications, the new 
Si. Alexis Hospital in Cleveland, 
Ohio has a 21-station, 4” system 
ccvering seven floors which is de- 


scribed by the nurses as “We 
couldn’t get along without it”. They 
send everything that will fit inside 
the carrier. St. Alexis Hospital has 
a station in the central supply 
which is in the basement of the 
building. They supply instruments, 
dressings, and a variety of items to 
all sections of the hospital. They 
send approximately 20 carriers an 
hour and receive about the same 
number. It was interesting to look 
at the record and note that 286 in- 
struments were sent to the labora- 
tories, operating room, and the 
Various nurses’ stations in the 
course of an eight-hour day. In 
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some cases several were sent in one 
carrier so there were not 286 car- 
riers sent. Many of these were also 
returned after they were used, 
which is worth mentioning. This 
brings up one of those intangible 
savings; that is, that when the in- 
struments can be used and returned 
quickly and easily so they can be 
sterilized and available for use, it 
means that fewer instruments are 
required. 


Pharmacy Helped 


The tubes can also be used for 
delivering drugs. A prescription or 
requisition is sent to the pharmacy 
and the drug can be returned in 
less time than it normally takes 


for someone to walk to the phar- 
macy. If a messenger was used, it 


is entirely possible that there 
would be someone ahead of him, 
in which case he would be wasting 
time waiting and visiting. 

Tubes were: also installed at 
nurses’ stations at the new Fair- 
view Park Hospital in Cleveland. 
The tube systems are used here to 
handle the records of the patients 
on the ward, to receive drugs, to 
send diet tickets to the dietitian’s 
office, to send and receive the pa- 
tients’ mail, with the result that the 
nurses and the aides can devote 
their full time for care of their 


Pictures, from left: 


A Fairview Park Hospital nurses 

station. The nurses can devote al- 

most full time for care of their 

patients because the tube system 
runs all their errands. 


Useful for rapid handling of medi- 
cal records. 


The outpatient department at Fair- 
view Park. At this station requests 
for x-rays, appointments, special 
diets and medical records are han- 
dled quickly by pneumatic tube. 


From the central supply station 268 
items were distributed within a 
period of nine hours. 


In the pharmacy, prescriptions can 
be delivered quickly and efficiently 
wherever they are needed. 


patients. This brings up a point of 
attitude. The nurses are very hap- 
py with the tube system mainly 
because it saves them hundreds of 
steps every day. They feel that 
when a tube system is provided, it 
is for their benefit and installed 
primarily to make their job easier, 
an important point of improved 
human relations. 

The nurses’ station in the out- 
patient department is also a busy 
station. Normally 25 to 30 patients 
are in the waiting room and a nurse 
is assigned to make out and dis- 
tribute records, prescriptions, X- 
Please turn to page 133 
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Telephone Facsimile 


by J. Gershon-Cohen, M.D., Bernard S. Wolf, M.D. 
and A. G. Cooley 


® HOSPITALS IN SMALL communities 
find it difficult to obtain the same 
high grade roentgenologic service 
.as do those in large urban centers. 
This stems from the difficulty of 
procuring full-time supervision by 
competent radiologists. Common 
practice for these small hospitals 
is to secure the part-time services 
of an experienced radiologist from 
the nearest large community, but 
this arrangement fails to meet the 
full requirements of the hospital or 
to provide sufficient recompense to 
the radiologist. Facsimile trans- 
mission of x-ray films by telephone 
or radio could now solve these 
problems. 


Field Tests 


Since 1948, successful field test- 
ing of facsimile apparatus has been 


The authors are from the Departments of 
Radiology of the Albert Einstein Medical 
Center, Northern Division, Philadelphia, and 
the X-ray Department of the Mbt. Sinai 
Hospital, New York City. 
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done over ordinary telephone cir- 
cuits. These procedures have been 
carried out between West Chester, 
Pennsylvania; Atlantic City, New 
Jersey; Vineland, New Jersey, and 
Philadelphia, Pennsylvania. Recent- 
ly other field tests were carried out 
in Phoenix, Arizona and between 
air force bases in Ohio and New 
York. Testing by the armed forces 
has included the use of radio as 
well as telephone circuits. At pres- 
ent, we are testing a circuit be- 
tween the Albert Einstein Medical 
Center in Philadelphia and the Mt. 
Sinai Hospital in New York over 
the busiest commercial telephone 
circuits available. The results have 
been uniformly excellent. 
Operation of this equipment can 
be easily mastered by technicians. 
The roentgenologist can make his 
diagnosis from the facsimile with 
the same ease as from the original 
film which is retained by the phy- 
sician at the local transmitting 
point. Since both physicians then 
have films ready for reference, con- 


Fig. 1—Facsimile of a urographic 

examination. Inset is a magnification 

of a portion of the film showing the 

elemental areas of exposure which 

are one-fiftieth of an inch on the 
sides. 


‘7 
: 
. 


sultation can take place over the 
same telephone circuits which were 


used for facsimile transmission. 


Diagnostic information obtainable 
from the facsimile is not appreci- 
ably less than that visible in the 
original film. As a matter of fact, 
correct diagnoses have been made 
with greater ease from the facsim- 
ile than from the original film, This 
is due to the better definition in- 
smaller sized films. 
Emergency examinations such as 
those due to ruptured duodenal 
ulcer or acute intestinal obstruc- 
tion can easily be taken care of 
without the necessity of the radi- 
ologist moving from his place of 
usual activity. With such fast ser- 
vice, the small outlying hospital can 
get the benefit of the same high 
grade roentgenology as commonly 
prevails in the large city teaching 


herent with 


hospital. 


The Apparatus 


In 1947, facsimile apparatus as- 
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Fig. 2—Diagrammatic representation of a system of x-ray facsimile transmission. 


sembled by Times Facsimile Corp., 
a subsidiary of the New York Times 
Co., made possible for the first time 
successful telephone transmission of 
x-ray facsimiles. At the transmitter, 
x-ray films are placed on a glass 
cylinder drum, five inches in di- 
ameter and seventeen and one-half 
inches in length. Scanning of the x- 
ray image is 50 lines to the inch for 
normal definition and 100 lines to 
the inch for high definition. The 
drum speed is 180 rpm for normal 
definition. A 14 x 17 inch film can 
be transmitted within five minutes. 
Light from the beam focused to the 
spot or elemental area is a square 
one-fiftieth of an inch on the side; 
and this light from the elemental 
area passes from the film to a 
photocell, the circuit of which is 
supplied with a steady 2700 cycle 
alternating current. The light to the 
photocell controls the strength of 
each electrical pulse. In passing 
through the photocell circuit, each 
pulse or cycle of current corre- 
spends to the amount of light pass- 
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ing through an elemental area. The 
received current is amplified to op- 
erate the gas discharge or crater 
lamp and the light from this lamp 
is focussed to a spot of elemental 
area size. 

The receiver contains equipment 
similar to that used conventionally 
in newspaper wire photo service 
with the necessary modifications 
for the needs of x-ray interpreta- 
tion. Photographic film is wrapped 
around the drum of a receiver 
which turns at the same speed of 
the transmitting cylinder. The scan- 
ning beam is lowered one-fiftieth 
of an inch during each revolution of 
the drum and the recorder cylinder 
advances one one-hundredth of an 
inch during each revolution. Since 
the advance of a recording cylinder 
is one-half and its diameter is one- 
half that of the transmitting cylin- 
der, the film exposed by the light 
from the crater lamp is one-half the 
size of the original x-ray film. The 
exposed film is then processed by 
developing, fixing and washing as 


done commonly in x-ray depart- 
ments (figs. 1 & 2). 

Commercial models of this equip- 
ment will soon be available at cost 
of purchase and operation which 
should be sound economically. 


Summary 


With the rapid expansion of hos- 
pital facilities in small communities 
all over the world, especially here 
in the United States, provision for 
full-time experienced roentgeno- 
graphic service to these hospitals 
can now be arranged with the use 
of telephone or radio facsimile x- 
ray transmission. This possibility 
has been adequately field tested 
during the past eight years. The last 
circuit between the Albert Einstein 
Medical Center in Philadelphia and 
the Mt. Sinai Hospital in New York 
City over the busiest commercial 
telephone lines in the United States 
has put this procedure to its se- 
verest test with excellent uniform 
results. 7 
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National Hospital Week Theme 


CAREERS THAT COUNT 


by C. J. Foley 

® A THEME suitable for adaptation 
by all hospitals was selected by the 
American Hospital Association for 
the 1957 observance of National 
Hospital Week, May 12-18 — “Ca- 
reers That Count”. 

Large hospitals, small hospitals, 
mental hospitals, governmental hos- 
pitals, private hospitals — all hos- 
pitals — are almost continuously 
in need of professionally and non- 
professionally trained personnel. 
Thus, the “Careers That Count” 
theme provides hospitals with an 
excellent opportunity of bringing to 
the attention of the community the 
variety of occupations that exist in 
hospitals today and the future 
these occupations offer. Further, it 
also provides an opportunity for 
strengthening hospital-school rela- 
tions which are so important to re- 
cruitment whether it be for nursing 
school students or clerical employ- 
ees. 


Highlight of P R Program 


Hospitals throughout the United 
States and Canada now look upon 
National Hospital Week as the fo- 
cal point in the hospital’s public re- 
lations program. It is the ideal time 
for the hospital, with the backdrop 
of national publicity and promo- 
tion, to center community attention 
upon the hospital — its services, fa- 
cilities, programs, plans, and prob- 
lems; how and why it is the “health 
center” of the community; how it 
is meeting standards to provide high 
quality of care; why good hospital 
care is seemingly expensive; how it 
is keeping pace with new advances 
in medical science; how it educates 
and trains personnel; and what 
steps it is taking to meet emergen- 
cies or disasters which may arise. 

Related to the successful observ- 
ance of National Hospital Week is 
careful thought and planning by 


Mr. Foley is a health public relations con- 
sultant in Wayne, Illinois. 


those — usually the administrator 
— responsible for its celebration. In 
many hospitals, a number of indi- 
viduals directly or indirectly affili- 
ated with the hospital may be help- 
ful in both planning and conduct- 
ing the program such as members 
of the board, medical staff, auxili- 
ary, hospital personnel and indivi- 
duals in the community. In addi- 
tion, numerous avenues for pub- 
licizing the observance are availa- 
ble including the press, radio, ad- 
vertising, TV, motion picture thea- 
ters and posters, displays and 
printed material. 

Traditionally, the open house and 
tour for the public has been a ma- 
jor feature of National Hospital 
Week. Supplementing this in many 
communities are special addresses 
by hospital representatives before 
civic and service organizations, 
schools, women’s clubs and similar 
community groups. 

In recent years, hospitals have in- 
creasingly recognized the public re- 
lations importance and values of 
members of the women’s auxiliary 
as “public relations ambassadors” 
and have effectively utilized their 
aid in most hospital public relations 
activities including National Hos- 
pital Week. 





National Hospital Week is an 
outgrowth of National Hospital 
Day which was established in 
1921 by the late Matthew O. 
Foley, editorial director of Hos- 
PITAL MANAGEMENT. May 12 was 
selected as National Hospital 
Day in commemoration of the 
birth of Florence Nightingale, 
founder of modern nursing 
service. In 1924, the American 
Hospital Association assumed 
official sponsorship of the “day” 
and in 1953, commenced spon- 
soring National Hospital Week. 











In communities and local areas 
in which there are more than one 
hospital, public relations authori- 
ties usually recommend that these 
hospitals coordinate their efforts in 
observing National Hospital Week 
as well as such other specialized 
public relations programs as re- 
cruitment. 


State Associations Participate 


Besides the American Hospital 
Association, many state hospital as- 
sociations, hospital councils and 
Blue Cross Plans are prepared to 
provide materials and suggestions 
for National Hospital Week activi- 
ties. 


Each hospital must determine for 
itself the elaborateness or simplicity 
of its own National Hospital Week 
program. However, it is one week 
in the year which definitely offers 
hospitals a most legitimate reason 
for focusing public attention upon 
them. 


The needs for greater public un- 
derstanding and appreciation of 
hospitals are endless. The individual 
hospital, joining together with hos- 
pitals throughout the country in ob- 
serving National Hospital Weck, 
contributes substantially to improv- 
ing and widening public under- 
standing and support of hospitzls. 
As the late Malcolm T. MacEach- 
ern, M.D., in his book, Hospital ©r- 
ganization and Management, stated: 
“National Hospital Day (Week) is 
the most important single event 
open to hospitals by which to ecu- 
cate the public. The spoken word, 
the written word, visual means — 
all must be combined to make iis 
day (week) outstanding not ouly 
to hospitals but to the public a'so. 
Every man, woman and child sot 
only in certain localities but in 
every community throughout ‘he 
country must be reached on Nation- 
al Hospital Day (Week)”. s 
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Who's Who 





ANDERSON, Rosert A.—superintend- 
ent of the Wyoming County Com- 
munity Hospital, Warsaw, New 
York, has been named assistant di- 
rector of the Sloan Institute of Hos- 
pital Administration at Cornell Uni- 
versity, Ithaca, New York. He has 
also been designated assistant pro- 
fessor in Cornell’s Graduate School 
of Business and Public Adminis- 
tration. 


AMBROSE, JAMES L.—has resigned 
his position as administrator of 
Okaloosa Memorial Hospital, Crest- 
view, Florida, and has been ap- 
pointed administrator of Doctors 
Memorial Hospital, Perry, Florida. 


AsmussEN, Larry—has resigned as 
administrator of the Harney County 
Hospital, Burns, Oregon, to accept 
the position of manager of the 
Burns Clinic. Grover N. JAMESON 
has been appointed to succeed him 
as administrator. 


BELLENDORF, PaAuL—of Bloomington, 
Illinois, has been appointed business 
manager at Mercy Hospital, Rose- 
burg, Oregon. 


BENEDETTIE, Miss Isota, R.N.—has 
assumed her duties as Director of 
Nurses, North Broward General 
Hospital, Ft. Lauderdale, Florida. 


BorHME, DonaLtp—has been ap- 
pointed assistant superintendent, 
Cleveland Receiving Hospital and 
State Institute of Psychiatry, Cleve- 
land, Ohio. He formerly was associ- 
ated with Grant Hospital of Chicago 
and is a graduate of Northwestern 
University’s course in hospital ad- 
ministration. 


BronsTeEIn, S. K.—has been ap- 
pointed an associate director of 
Jackson Memorial Hospital. He will 
have supervision of Pharmacy, 
Medical Records, Oxygen Therapy, 
Physical Medicine, and Cardiology 
service as well as retaining his 
Present position as clinic admin- 
istrator. 


Brooks, KENNETH EASTON—ap - 
pointed administrator of Schoolcraft 
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Emma Morgan 


Emma Morgan, the chief housekeep- 
er of the District of Columbia General 
Hospital of Washington, D. C. has ac- 
cepted the editorship of the House- 
keeping Department of HOSPITAL 
MANAGEMENT. A member of the 
board of the National Executive House- 
keeping Association, she has held al- 
most every office in the local chapter, 
has attended all and helped to plan 
many of the conventions, in addition to 
being a favorite speaker at many 
others. 

She was born and raised in Bing- 





Emma Morgan Appointed 
Housekeeping Editor 


hampton, N.Y. and was a teacher in 
New York State for four years. Sub- 
sequent to this, she studied psychology 
in New York City University and house- 
keeping at Cornell University. In ad- 
dition to this, she has also taken courses 
in administrative procedure and hospi- 
tal administration. Her experience has 
been extensive. 

Emma Morgan worked in hotels as 
executive housekeeper or manager 
ranging in size from 36 to 550 rooms 
for 12 years from 1930 to 1942. 

In the hotels, she supervised maids, 
housemen, wall washers, linen-room 
personnel, seamstresses, upholsterers 
and was responsible for the purchase 
of supplies, and linens. Later, as the 
manager of a group of small apart- 
ment buildings, she rented apartments, 
collected rents, hired and trained 
managing housekeepers for each build- 
ing and was responsible for the upkeep 
of each building. 

Since 1945, she has been in the 
hospital field as an executive house- 
keeper. She organized and developed 
the housekeeping départment at the 
District of Columbia General Hospital 
which position she now holds. The hos- 
pital has a capacity of 1,500 beds. 

She finds her present work fascinat- 
ing, enjoys teaching and has achieved 
international recognition for the excel- 
lence of her in-service training pro- 
grams. 

Emma Morgan is unquestionably the 
outstanding authority on hospital 
housekeeping today and HOSPITAL 
MANAGEMENT is proud indeed to 
announce this, the latest acquisition to 
its star-studded staff of expert editors. 

—Paul E. Clissold, 
Publisher. 








Memorial Hospital. He will replace 
Dennison L. Larson, who resigned 
to accept an administratorship in 
the Hornell, New York hospital. 


BurtENSHAW, Marie—of Pentwater, 
Michigan was appointed superin- 
tendent of Oceana Hospital in Hart, 
Michigan. She succeeds RayMonp 
E. Hortvept, hospital administrator 
who resigned. 


CarTeR, Dr. Cart JoHN—general 
surgeon at Fairmont General Hos- 


pital, Fairmont, West Virginia since 
1925, has been named as superin- 
tendent of Fairmont Emergency 
Hospital, Fairmont, West Virginia. 
He succeeds Dr. Puitip JOHNSON. 


CasHMAN, Dr. Haroip—will be 
medical director of the State Tuber- 
culosis Hospital, Nelsonville, Ohio, 
which is now under construction. 
The hospital to which the doctor 
is going will be the focus point for 
TB control. 
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CHRISTOPHER, Miss Maset—See 


HamITER notice. 





D. W. Clark M. A. Jacobs 

Ciark, Davin W.—has been ap- 
pointed administrative assistant in 
the Out-Patient Department of Uni- 
versity Hospitals, Cleveland, Ohio. 


Corry, JessE—has been appointed 
administrator of Hillcrest Infirmary, 
Andalusia, Alabama. He came to 
Alabama from Florida. 


ConsTANTINE, M. ANTHONY—former- 
ly administrative assistant at the 
Western Pennsylvania Hospital in 
Pittsburgh, Pa., has been appointed 
assistant superintendent at the 
Conemaugh Valley Memorial Hos- 
pital in Johnstown, Pa. 


Dinin, B. G., M.D.—has been pro- 
moted from medical superintendent 
at Metropolitan Hospital, New York 
City to Medical Superintendent of 
the Department of Hospitals, New 
York City. 


Duptey, JoHN G.—has been ap- 
pointed executive director of Me- 
morial Hospital in Houston, Texas. 
W. Witson TurNER has been named 
administrator. 


Durr, James—has joined the staff of 
Naples Community Hospital, Naples, 
Florida, as business manager. 


ForseE, CoLtoneL James H., MC, 
USA—has been made the new Dep- 
uty Commander and Chief of Pro- 
fessional Services, at Walter Reed 
Army Hospital, Washington, D. C. 
For the past year he has served as 
Chief Surgical Consultant to the 
Army Surgeon General. 


Foust, Miss Atma CiypE—has re- 
signed as administrator of Colbert 
County Hospital, Sheffield, Ala- 
bama. Her assistant, Ropert M. 
MrrcHett Jr. has also resigned. 


GREENE, Mr. Justin W.—assumed 
the position of administrator at Me- 
morial Hospital, Norwalk, Ohio, on 
March 1. He was formerly admin- 
istrator at Williams County General 
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Hospital at Montpelier, Ohio. 


Haset, Mr. Harry—See Pritt no- 
tice. 


Hamirer, J. Cecit—assistant ad- 
ministrator of Carraway Methodist 
Hospital, Birmingham, Alabama, has 
been appointed administrator of 
Baptist Memorial Hospital, Gadsden, 
Alabama. He will succeed Muss 
Maset CHRISTOPHER who has re- 
signed. 


Haywarp, Miss Epona M.—adminis- 
trator of the Cable Memorial Hos- 
pital in Ipswich, Mass., has sub- 
mitted her resignation. She is 
retiring after 36 years of active 
work in the field of hospital admin- 
istration. 


Hotvept, RaymMonp E.—See Burten- 
SHAW notice. 


Hunt, Frep—See WIT notice. 


Jacoss, Dr. Morris S.—has been 
appointed the new Commissioner of 
Hospitals, New York, N. Y. 


JAMESON, Grover N.—See AsSMUSSEN 
notice. 


JoHNSON, Dr. Puitip—See CartTER 
notice. 


JOHNSEN, GorpoN N.—has_ been 
named to the newly created post of 
assistant administrator of Iowa 
Methodist Hospital, Des Moines, 
Iowa. 


JosePH, Mrs. JENNIE M., L.V.N.— 
has been named administrator of 
the Woodward Hospital in Arling- 
ton, Texas. 


KEIN, Rocer—has been appointed 
Director of the Association of Uni- 
versity Programs in Hospital Ad- 
ministration Project for adminis- 
trative research, University of 
Pittsburgh, Pittsburgh, Pennsyl- 
vania. He has also been appointed 
Assistant Professor of Hospital Ad- 
ministration, University of Pitts- 
burgh, the site from which the re- 
search project is being conducted. 


Lanpon, ArtTHUR E.—will become 
administrator of Asbury Hospital at 
Salina, Kansas. 


LanGceHAuG, ALvin—has been ap- 
pointed assistant manager of the 
Lutheran Hospital Society of South- 
ern California and director of public 
relations of this same organization. 


Mr. LaNGeHAUG began his duties in 


Los Angeles, California in January, 
1957. 


Larson, DENNISON L.—See Brooks 
notice. 


LEONARD, WILLIAM E.—see WILL- 
cocks notice. 


McCarty, Dr. Witt1am J.—Se: 
PuGH notice. 


McWu.iams, JosEepH F.—has been 
named administrator of Yoakum 
County Hospital, Denver City, 
Texas. 

MrrcHett, Rosert M., Jr—See 
Foust notice. 


Morean, Davin W.—has been named 
administrator of Dow Hospital in 
Freeport, Texas. 


Pritt, Ernest L.—has been ap- 
pointed administrator of Meyersdale 
Community Hospital, Meyersdale, 
Pa. He succeeds Harry HaBet who 
has resigned. Mr. Pritt was pre- 
viously the assistant administrator. 


Pucu, Dr. Water S.—manager of 
the VA Hospital at Erie, Pa. will be 
transferred as manager of the VA 
Hospital at Wilkes-Barre, Pa. a 
position vacant since the transfer of 
Dr. Witu1am M. McCarry to the VA 
Hospital at Vancouver, Wash. 


REYNOLDs, RaymMonp J.—formerly 
assistant administrator at the Nor- 
walk Hospital, Norwalk, Connecti- 
cut, became administrator of the 
Delaware County Hospital, Drexel 
Hill, Pennsylvania. 


Roy, R. L.—has been named admin- 
istrator of Panola General Hospital, 
Carthage, Texas. Previous to this 
appointment he was administrator 
of Methodist EENT Hospital, Mem- 
phis, Tenn. 


Rosweti, Cuarites G., C.P.A.—has 
rejoined the United Hospital Fund 
of New York as Director of its 
Hospital Service Division. 


Sxouce, Dr. Oren T.—appoinied 
manager of the VA Hospital at 
Oklahoma City, Okla., he was <i- 
rector of professional services at ‘he 
Denver VA Hospital. 


SLINGERLAND, GeNE—has been nanied 
administrator of Childress General 
Hospital, Childress, Tex. 


Sotomon, Everetr—has been named 
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administrator of Permian General 
Hospital at Andrews, Texas. 


Srocx, Mrs. Atvin—has been named 
superintendent of Memorial Hos- 
pital, Eagle Pass, Texas. 


Stone, Rosert—formerly assistant 
director, Jewish Hospital, St. Louis, 
Mo., is appointed assistant adminis- 
trator of Griffin Hospital, Derby, 
Connecticut. 


Tuornton, H. A.—has been named 
administrator of the hospital now 
under construction at Piedmont, 
Calhoun County, Alabama. 


TRIMBLE, RoserT—immediate past 
president of the association and ad- 
ministrator of the Park View Hos- 
pital in El Reno, Oklahoma, has re- 
signed his job to accept a position 
with a hospital in Orlando, Florida. 


TurNER, W. Witson—See DuDLEY 
notice. 


Warr, Eucene B.—has been ap- 
pointed associate director of the 
Hospital Law Research project 
which is being conducted by the 
Program in Medical and Hospital 
Administration; Graduate School of 
Public Health, University of Pitts- 
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burgh, Pittsburgh, Pennsylvania. 


Wecman, Dr. Myron E.—chief of 
the division of education and train- 
ing of the Pan American Sanitary 
Bureau, Washington, D. C., has 
been appointed secretary-general of 
the bureau. 


WICKENDEN, CHARLES DouGLas— 
formerly purchasing agent, beca:ne 
assistant superintendent of the ‘o- 
ronto, East General and Orthopae:iic 
Hospital, Toronto, Ont. 


WiLHELM, Dr. Norsert A.—plans to 
retire from his post as director of 
Peter Bent Brigham Hospital, Bos- 
ton, Mass., he will however serve as 
a consultant to the board of trus- 
tees. 


Wittcocks, Eric R.—has been ap- 
pointed superintendent of the To- 
ronto East General and Orthopaedic 
Hospital, Toronto, Ont. He succeeds 
Wiuuiam E. Leonarp, who has re- 
tired because of ill health. 


Witritz, Rotanp—to be adminis- 
trator of the Marcus J. Lawrence 
Memorial Hospital at Cottonwood, 
Arizona. Formerly administrative 
resident at Santa Barbara Cottage 
Hospital in Santa Barbara, Cali- 
fornia. 


Witson, James W.—has finished his 
administrative residency at Me- 
morial Hospital, Bay County, Pan- 
ama City, Florida, and has been 
appointed administrator of Oka- 
loosa Memorial Hospital, Crestview, 
Fla. 


Witt, Mrs. Louisse—was appointed 
administrator of Santiam Memorial 
Hospital, Stayton, Oregon, on Janu- 
ary 7, following the resignation of 
Frep Hunt. 


Younaaquist, C. R.—will become ad- 
ministrator of Shadyside Hospital, 
Pittsburgh, Penn. He is present 
President of the Hospital Assccia- 
tion of Pennsylvania. 


OBITUARY 


Hazarp, Bowporin—former adminis- 
trator of the Dr. Hazard Memorial 
Hospital, Long Beach, New Jersey, 
was killed when a passenger ‘rain 
smashed into his car at a crossing. 


PInKLEY, Dr. Vira. M.—formerly 
superintendent of the San Bernar- 
dino County Hospital, San Bernar- 
dino, Calif. 
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NOW ! a SINGLE HOSPITAL GERMICIDE 


DISINFECTS — 


WESCODYNE: 
is nonselective. Destroys T.B., Polio, other viruses, 


bacteria, spores, fungi. This marked biocidal activity offers a much wider range of effectiveness 
than solutions containing chlorine, cresylics, phenolics or quaternaries. Making Wescodyne 
the single hospital germicide suitable for all disinfecting and sterilization procedures. 


WESCODYNE is the first, “Tamed Iodine”® hospital germicide. Nonstaining. Nonirritating. 
Nontoxic. Germicidal capacity is three to four times that of other germicides as tested on 
successive kills of seven common organisms. Wescodyne’s amber color is a constant indicator of 
germicidal activity. When this color disappears, germicidal power has been exhausted. 


WESCODYNE is also an excellent detergent, cleaning as it disinfects. A time and labor saver. 
Yet cost is less than 2¢ a gallon at the general-purpose use dilution of 75 ppm available iodine. 
Send the coupon for full information, including recommended surgical, nursing and 

hospital procedures. 


LARGEST COMPANY OF ITS KIND IN THE WORLD er 


WEST DISINFECTING COMPANY, 42-16 West Street, Long Island City 1, N. Y. 
Branches in principal cities * In Canada: 5621-23 Casgrain Ave., Montreal 








C Please send recommended procedures and full information on Wescodyne. 
(C Please have a West representative telephone for an appointment. 
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Mail this coupon with your letterhead to Dept. 36 


For more information, use postcard on page 145 
































Dean Conley names 
Lynn C. Wimmer as 
Editor of Journal 


L. C. Wimmer 


™ DEAN CONLEY, executive di- 
rector of the American College 
of Hospital Administrators, na- 
tional professional association, 
has announced the appointment 
of Lynn C. Wimmer as manag- 
ing editor of the College’s new 
quarterly journal, HOSPITAL 
ADMINISTRATION. 

Mr. Conley said that Mr. 
Wimmer would also handle all 
promotion for the new publica- 
tion. 

Prior to joining the College, 
Mr. Wimmer was vice president 
of Burton Browne Advertising, 
Chicago agency. 

He formerly served as assist- 
ant director of public relations 
for the American Hospital As- 
sociation and is the author of 
two of its publications: “Telling 
Your Hospital’s Story”, a public 
relations program for hospitals, 
and “Student Nurse Recruit- 
ment”, 

Mr. Wimmer is a graduate of 
the Medill School of Journalism 
of Northwestern University. # 











MSC Officer Awarded Federal 
Hospital Administrators 
Certificate 


® LIEUTENANT JAMES D. KELLY, Med- 
ical Service Corps, U.S. Navy, was 
recently awarded a special certificate 
of appreciation for his participation 
in the Twelfth Interagency Institute 
for Hospital Administrators. 

In awarding the certificate to 
Lieutenant Kelly, the Director of 
the Interagency Institute for Federal 
Hospitals, Colonel Byron L. Steger, 
Medical Corps, U.S. Army, stated 
that he did “an outstanding job in 
the presentation he made entitled 
‘Methods Improvement in the Hos- 
pital of the Future’ ”. * 


Suppliers News 


DonneER, WALTER—has been named 
assistant director of research and 
engineering for laboratory instru- 
mentation for the Scientific Instru- 
ments Division of Beckman Instru- 
ments, Inc., Los Angeles 17, Calif. 


Brinkwater, THoMAs R.—has been 
made assistant to the manager of 
Alcohol and Chemical Sales for 
U.S. Industrial Chemicals Co., Di- 
vision of Natiorral Distillers Prod- 
ucts Corporation, New York, N. Y. 


Gross, Witt1am A.—has been ap- 
pointed sales representative for 
Royal Metal Manufacturing Co. for 
Ohio, Indiana, and Detroit and 
Wayne counties, Michigan. 


JOHNSON, CaRLTON—has been ap- 
pointed new field representative for 
the middle atlantic territory of the 
Shampaine, Allison, Carrom & 
Shampaine Electric Companies of 
St. Louis, Mo., manufacturers of 
hospital and surgical equipment and 
furniture. 


J. Smith 


W. A. Gross 
Ketiy, James P. See KELLy notice. 


Ketty, Mr. Rospert—has been ap- 
pointed as assistant to Mr. James P. 
Ketty who is in charge of the 
George P. Pilling & Son Co., Phila- 
delphia, Penn. 


McBrype, Dr. F. Wesster—has 
joined the staff of Gordon A. Frie- 
sen Associates, Inc., of Washington, 
D. C., as director of regional plan- 
ning. 


McLean, Miss Margaret D.—has 
resigned her position as associate 
professor in nursing education at 
the University of Western Ontario, 
School of Nursing, London, Ontario, 
to become director of nursing edu- 
cation and surveys for the country- 
wide hospital and health survey 





now being conducted by the firm: of 
Gordon A. Friesen Associates, {n., 
of Washington, D. C. 


Morrow, W. TayLor—now serving 
as executive assistant to the presi- 
dent of Gordon A. Friesen Asscci- 
ates, Inc., of Washington, D. C.,, 
formerly administrative resident at 
Southern Baptist Hospital, New Or- 
leans, La. 


Pappock, GEorGE C.—appointed 
purchasing agent of Remington 
Corp., Auburn, N. Y. He succeeds 
Wiuiam L. Vaucun, who has taken 
on new duties in Los Angeles, Calif. 


Ryan, JoHN Lawrence, JR.—former- 
ly assistant administrator of Spohn 
Hospital, Corpus Christi, Texas, has 
rejoined the staff of Gordon A. 
Friesen Associates, Inc., of Wash- 
ington, D. C., and is assigned as 
executive director of the firm’s 
project in Costa Rica. 


SmitH, JosepH—Willow Grove, 
Pennsylvania, has‘been named rep- 
resentative for the Hospital and 
School Division of Royal Metal 
Manufacturing Company in Penn- 
sylvania, Delaware and Southern 
New Jersey. 


THIEMANN, Miss ELFRIEDE, M. A.— 
Washington University, St. Louis, 
Mo., is a member of the team sent 
by the firm of Gordon A. Friesen 
Associates, Inc., Washington, D. C., 
to conduct a country-wide and 
health survey in Costa Rica. 


VaucHn, Witt1am L. See Papnock 
notice. 


Wo re, Mrs. Greta ISABEL—is now 
a member of the staff of Gorden A. 
Friesen Associates, Inc., Wastiing- 
ton D. C., and is serving in the 
firm’s Costa Rican country-wide 
hospital survey as associate direc- 
tor of nursing education and sur- 
veys. 


Wiuiams, Harvey—Appointed 
president of philco International 
Corporation in Philadelphia, FPenn- 
sylvania. Formerly he was vice- 
president of Avco Manufacturing 
Corporation and general manager of 
its International Division. 
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HOSPITAL MANAGEMENT 

has an editorial department 
designed to serve every 
functioning hospital department: 





Aidintaleteitiin 

Accounting — Record Keeping 
Building Service — Housekeeping 
Central Supply 

Food and Dietetics 

Hospital Pharmacy 

Laundry 

Nursing 

Purchasing 


X-Ray — Laboratory 





Your Working Partner! 


HOSPITAL MANAGEMENT .. . the practical, 
how-to-do-it magazine for hospital personnel 
. .. gives you monthly, down-to-earth solutions 
for your everyday departmental problems. And 





remember, too — you can always look to HM 
for a quick, comprehensive insight on what's 
happening and what’s going to happen (by de- 
partments) in the hospital field. HM continues 








to be the ‘work horse’ of the industry . . . always 











striving to give you current, profitable informa- 
tion to help you do a more conscientious job. 
Why not send us your comments, suggestions 
and questions? 


A CLISSOLD BUSINESSPAPER 
105 WEST ADAMS ST., CHICAGO 3, ILLINOIS 














(Why Faucets Leak 


| --§ out of 10 washers are fastened with 
--T00 LONG or SHORT screws. The screws 
QUICKLY LOOSEN, thus loose washers 
are destroyed thru grind and squeeze 
—of opening and closing faucets. 


34 years of research uncovers 
new solution 


--Now, NEW (Patented) ‘Sexauer’ SELF- ~ 
LOCK Monel screws, with an imbedded © 
~-expanding NYLON PLUG, lock at the re- © 

| -quired depth AUTOMATICALLY — hold 
-~washers FIRMLY! 


_ ~Made of rustproof, non-corroding : 


| --MONEL, heads don’t twist off or screw 
| ~Slots distort. They are easy to remove 


: --when necessary, can be used ever and 2 


/ over. 


| Used with NEW ‘Sexauer’ EASY-TITE 
| ~faucet washers, this combination out- 
lasts past faucet repairs “6 to 1”! 
-~-EASY-TITES are made of super-tough, 
: B omeipo du Pont compound (neither rub- 
. er nor fiber) and reinforced, like a 
-~tire, with a vulcanized layer of Fiber- 
las, they resist distortion and splitting 
--from shut-off grind and squeeze. 


The hidden costs of faucet leaks! 


Faucet leaks are costly! As authenti- 

» cated by Hackensack, N. J. Water Co. 

- and American Gas Association, STOP- 

| PING just ONE PIN-HOLE SIZE (1/32") 

» LEAK can reduce water waste 8,000 

: gal. quartérly. If a HOT WATER FAU- 

| CET LEAK, water and fuel savings 
JUMP to over $7.58 QUARTERLY— | 
plus additional savings on MATERIALS | 


| —LABOR—and costly FIXTURE RE- F 


» PLACEMENTS! 

NEW SELF-LOCK screws and EASY- 
TITE faucet washers are just TWO of 
the ‘“‘SEXAUER”’ line of over 3000 
TRIPLE-WEAR plumbing repair parts 
and Pat'd. precision tools. 


A “SEXAUER” Technician in your © 


vicinity will make our NEW 126 page | 
Catalog “H”™ available. He will gladly © 
consult yom regarding a SURVEY | 
of your plumbing fixtures to determine | 
correct repair parts required and estab- 
_ lish reasonable stock levels that avoid 
' both overstocking and shortages —thus 
| providing for efficient stock arrange- 
ment and control—all without obliga- © 
_ tion. WRITE TODAY. > 


| J. A. Sexauer Mfg. Co., Inc. Dept. AF-57 
| 2503-05 Third Ave., New York 51, N. Y. 


Gentlemen: Please send me a copy 
of your NEW, 126 page Catalog “H.” 


Company or Institution. .............. 
cies seliinigitats a ee | ee 





Change in Published List 
of Accredited Hospitals 


® IN PUBLISHING the annual list of 
accredited hospitals, the practice 
of the Joint Commission on Ac- 
creditation of Hospitals has been to 
separate the fully accredited and 


‘provisionally accredited hospitals. 


These designations have been used 
for many years and the attitude has 


‘developed that provisional accredi- 


tation implies a secondary type of 
accreditation. This attitude is incor- 
rect. The Commission has inter- 
preted provisional accreditation to 
mean that a hospital meets the 
Standards for Accreditation to a de- 
gree that recognition should be 
given and that the potentialities for 
full accreditation exist. To avoid 
perpetuating a misunderstanding, 
hospitals will now be accredited for 
one year or for three years. In the 
annual published list no distinction 
will be made between hospitals ac- 
credited for three years and those 
accredited for one year. 

Except for the publication of the 
annual list, there are no other 
changes in policy or administrative 
procedure. Accreditation for three 
years applies to those hospitals now 
fully accredited an accreditation 
for one year applies to those now 
provisionally accredited. Following 
a survey, the hospital will be in- 
formed of the period of time for 
which it is accredited. Those ac- 
credited for one year will be visited 
the following year. If on the second 
successive survey the hospital is 
again accredited for one year, it will 
be notified that following the third 
survey it must have improved pa- 
tient care to warrant three year ac- 
creditation or be reduced to’ non- 
accreditation. 

Certificates of Accreditation will 
be issued only to those hospitals 
accredited for three years. 
Reprinted from the Journal of the 
American Medical Association, No- 
vember 3, 1956 2 








® ACCORDING TO Health Information 
Foundation, the average American 
incurred total charges of $71.50 for 
medical care and services in 1956. 
In the same year, the average per- 
son covered by voluntary health 


insurance received benefits of $27. 
HHH is 


For more information, use postcard on page 145 





Give Someone You Love 
A Good Start 


Now it’s begun. He’s taken the first 


step on the path to the man you hope 


he'll be. Many more big steps are to 
come. Medical school? Law school? 
Who knows? It’s never too early to 
begin preparing for them. All parents 
want to help a child as far through life 
as they can. His future will be more 
secure if you consider now a program 
of regular savings. Even small sums 
regularly applied to the purchase of 
U. S. Savings Bonds through the pay- 
roll savings plan will grow steadily into 
a very substantial sum. Or buy bonds 


regularly where you bank. 


PART OF EVERY AMERICAN’S SAVINGS 
BELONGS IN U.S. SAVINGS BONDS 
The U. S. Government does not pay for this 
advertisement. The Treasury Department thanks, 


for their patriotic donation, the Advertising 
Council and 
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™ DR. AIMS CHAMBERLAIN MCGUINNESS 

was appointed Special Assistant for 

Health and Medical Affairs to the 

Secretary of Health, Education and 

Welfare, to succeed Dr. Lowell T. 

Coggeshall, who resigned to return 

to his position as Dean of the Divi-. 

sion of Biological Sciences at the 

i . University of Chicago. The appoint- 

' ae! 4] oo 3 . ment: is subject to confirmation by 





the U.S. Senate. 





Dr. McGuinness received his A.B. 
i . yy he : degree from Princeton University 
‘ } i | in 1927, and his M.D. degree from 
: : wn Columbia University in 1931. He has 
been a member of the faculty of the 
hoe. : University of Pennsylvania School 
ve whee ee . of Medicine since 1934, and assistant 
; os there to the associate professor of 

pediatrics from 1946 to 1951. 


Dr. McGuinness acted as director 
of the Children’s Hospital, Philadel- 
hope phia, from 1948 to 1951. For 7 pre- 















































re to Injection of iodized oil introtracheally is performed by C. E. Schmidt, M.D., bisa écuert v0 a eae the a 
hool? radiologist, preparatory to 6-foot bronchography with diagnostic x-ray unit pits nnd — ant to the senior visit- 
me at the Veterans Administration (Tuberculosis) Hospital in Waukesha, Wis- ing phy eee He served as Dean * 
y consin. The examination will determine the extent of bronchial disease in the University of Pennsylvania 
rents § the patient, who faces resectional surgery. To minimize motion, the techni- Graduate School of Medicine from 
h life cian, Donald Behling, uses 110,000 volts, and short exposure time. 1951 to 1954. 
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Continued from page 45 
ability at both diagnosis and the 
treatment of cancer. 

Today, it seems quite possible 
that we may be able to virtually 
wipe out infectious diseases like 
tuberculosis, diphtheria, pneumonia, 
and venereal disease with improved 
diagnosis and the use of antibiotics, 
vaccines, and other techniques. 
Even mental illness may begin to 
succumb to attack through drug 
therapy and blood chemistry. 

As these and other advances are 
made in medicine, they will have 
both direct and indirect effects upon 
the hospital. 

Perhaps the most apparent result 
of the technical changes that have 
come about so far is evident in the 
pattern of ambulation for the pa- 
tient. For the past ten years or so, 
there has been more and more at- 
tention in the medical and hospital 
professions to keeping patients out 
of bed, and to getting them on their 
feet faster when they go to the hos- 
pital. Before that time, it was con- 
ceded generally that a patient who 
was ill had better be carted off to 
the hospital as fast as possible if he 
was to benefit by the blessings of 
modern medical care. But the per- 
fection of aseptic surgery, the de- 
velopment of the antibiotics and im- 
provements in diagnostic techniques 
are largely responsible for the 
growth of the idea that a patient 
doesn’t always have to be bundled 
into bed before he can get well. 


O. P. D. Expansion 


Today, hospitals are finding that 
the expansion of their outpatient 
departments has a number of vir- 
tues. First, a well-staffed and well- 
equipped outpatient department can 
be used to work up a comprehen- 
sive diagnosis before the patient is 
brought into the hospital for treat- 
ment. Second, patients who do not 
need bed care can be served by the 
outpatient department, thus cutting 
down the constant demand for beds. 
Third, outpatient departments, by 
reducing the duration of hospital- 
ization for patients, can help to re- 
duce the cost of care. 

Another extension of the same 
basic principle of health mainte- 
nance is evident in the development 
of “home service” programs, where 
the services of the hospital are car- 
ried directly into the home of the 
patient. 

Recently, Secretary Folsom took 
note of the changing concepts of 
hospital care when he set up a com- 
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mittee of leaders in the field to 
study the creation of different facil- 
ities specifically related to the de- 
greé of illness of the patient and his 
capabilities for looking after him- 
self. 

The committee is confining its 
present consideration to the needs 
of three specific groups of patients: 
those convalescing from acute ill- 
ness, patients convalescing from 
chronic illness, and patients who re- 
quire only diagnostic services and 
facilities. They will encourage hos- 
pitals to develop pilot studies which 
will produce practical recommend- 
ations for the establishment of fa- 
cilities for patients who do not need 
the full range of services provided 
by the average general hospital. 

Still another example is the as- 
cendency of the “health center”. 
Alabama has pioneered in the de- 
velopment of the health center. The 
Alabama State Health Department, 
under the direction of my good 
friend Dr. D. G. Gill, deserves a lot 
of credit for its foresight. I had the 
very great pleasure of participating 
in the dedication of the Jefferson 
County Health Center in Birming- 
ham in 1949. It was the first center 
in the nation to be completed with 
the aid of funds provided under the 
Hill-Burton Act. Our friend, Sen- 
ator Lister Hill, also spoke on that 
occasion. 


We in the Public Health Service 
have a very special regard for your 
senior Senator. As chairman of both 
our legislative and appropriations 
committees, his leadership in sup- 
porting better health services will 
go down in history as one of the 
truly great contributions to the wel- 
fare of our people. The legislation 
he has sponsored and promoted will 
benefit the lives of Americans for 
generations to come. 


Voluntary Insurance Growth 


The phenomenal growth of vol- 
untary insurance is yet another fac- 
tor which is helping to revolutionize 
hospitals as institutions. Hospitals 
and insurance organizations can 
wield tremendous influence toward 
the goal of health maintenance by 
experimenting with and demonstrat- 
ing broader and better integrated 
facilities and services financed by 
insurance. 

Under the Hill-Burton program, 
as you know, funds are now avail- 
able for the construction of nursing 
homes and rehabilitation centers. 
Previously, there has been little as- 
sociation between such facilities and 
hospitals in the same communities. 


But, today, we find that nursing 
homes and rehabilitation centers are 
beginning to seek the cooperation of 
hospitals in providing medical su- 
pervision and hospitalization, and 
some Blue Cross plans are experi- 
menting with insurance for these 
coordinated services. This kind of 
coordination of services will surely 
improve both the quality and quan- 
tity of care available to patients, 

Dr. Howard Rusk has even sug- 
gested that it is necessary to sell 
health services. The health in- 
surance program in New York pro- 
vides a good example of what he 
means. Ever since the program has 
been in operation they have found 
that one of their major problems is 
to get people to make use of the 
services they have paid for through 
prepayment. It seems to be quite a 
problem to convince their members 
that it is to their benefit to have an 
annual health examination and to 
come back to the clinic for such 
things as diagnostic x-rays or addi- 
tional tests. 


Benevolent Revolution 


It seems to me that the trend to- 
ward coordination of health and 
medical services, the increase in 
outpatient services, and the grow- 
ing interest in home care programs, 
are only the first small signs of the 
benevolent revolution in hospital 
service that lies ahead of us. The 
time has come for us to accept the 
principle laid down by Dr. Berry, 
to accept it as a working principle 
upon which we base our plans for 
the future. Although there is still 
a vast, uncharted expanse ahead of 
us in the cure of illness, we must 
begin now to think and work with 
dedication toward the promotion 
and maintenance of health. Even 
though people are beginning now 
to ask for this kind of service, and 
to expect it, there is still so :uch 
that they need to know and under- 
stand about it. The blessings of pre- 
ventive medicine are like the bless- 
ings of automation. They are not 
automatic. We must work for them. 

The two most important media 
for educating the public about 
health are obviously the physician 
and the hospital. First, the physi- 
cian must communicate to the pa- 
tient the importance of making 4 
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* Semi-private room in the Indianapolis C ity Hospital, Indian- 
iiae + t OS ita apolis, Ind., showing ceiling installation of Acousti-Celotex incombus- 
tible Random Pattern Mineral Fiber Tile.* Architect: Daggett, Nae- 


gele & Daggett. Acousti-Celotex Contractor: Hugh J. Baker & Co. 





Recognized aid to patient recovery and personnel Quiet comfortresults ... speeding patient convalescence, 
morale: Sound-conditioning hospital ceilings with providing pleasant working environment for hospital 
Acousti-Celotex Tile! These carefully-engineered ceil- staff. Mail Coupon Today for a free analysis of your 
ings arrest noise in corridors, lobbies, kitchens, service hospital’s noise problem ... . plus free factual booklet. 
areas, wards, nurseries, operating and delivery rooms. *PAT. NO. D-168,763 


MAIL NOW 
The Celotex Corporation, Dept. N-57 
120 South LaSalle Street, Chicago 3, Illinois 


Without cost or obligation, please send me the Acousti- 
Celotex Sound Conditioning Survey Chart, and your book- 
let, ‘“The Quiet Hospital.” 


ao. REGISTERED U.S. PAT. OFF. 
: y/ O - * 
: \ MARK 
Products to Meet Every Sound Conditioning Problem... Every Building Code—The Celotex Corporation, 
120 S. LaSalle St., Chicago 3, Illinois © In Canada: Dominion Sound Equipments, Ltd., Montreal, Quebec 
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Consultations in A County Hospital 


QUESTION: This is a county hospital 
and it is sometimes necessary for the 
resident to call a medical staff physi- 
cian for advice. Can this count as a 
consultation? S.A.Y. 


ANSWER: A medical staff physi- 
cian is responsible for the care of 
every patient in hospitals of every 
type desiring accreditation, and 
must indicate his acceptance of 
such responsibility by signing or 
countersigning the summary sheet, 
history and physical examination 
reports, and report of operation, if 
written by an intern or resident. 
Therefore, such instances do not 
count as consultations unless a 
physician, from another specialty 
than that treating the patient, is 
called as a consultant. Thus, only 
cases in which an order for consul- 
tation was written by or at the di- 
rection of the attending physician, 
and the consultant, after examina- 
tion of both the patient and the 
record, has written and signed a 
consultation report counts as a con- 
sultation. 


Differentiation Between Diagnoses 


QUESTION: Does the Joint Commis- 
sion on Accreditation of Hospitals re- 
quire both an admitting and a final 
diagnosis on every medical record, 
and if so what is the differentiation 
between them? jJ.A.G. 


ANSWER: Due to the fact that 
medical records reflect the quality 
of patient-care rendered by the 
hospital the Joint Commission has 
established certain standards for 
adequate medical records (Bull. 10, 


Dec. 1956). Among other data the. 


medical records should contain a 
provisional diagnosis, and a final 
diagnosis. The provisional diagnosis, 
sometimes called the admitting di- 
agnosis, is a working diagnosis. It 
is an opinion given by the attending 
physician before a _ thorough ex- 
amination and necessary tests have 
been made, and thus the knowledge 
of the physician concerning the 
case is incomplete. However, it 
serves as a basis for examination 
and treatment, but is subject to 
change. The final diagnosis is a 
statement of opinion arrived at aft- 
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by Edna K. Huffman, C.R.L. x 


er extensive study of the case and 
should be complete and accurate, 
and conform to the accepted ter- 
minology of the Standard Nomen- 
clature. 


Medical Records Taken from Hospital 


QUESTION: I have just started to 
work in a hospital which has allowed 
physicians to take, their medical rec- 
ords home for completion. As I have 
always understood such a_ practice 
should not be permitted I would like 
a clarification. E.K.R. 


ANSWER: Every hospital should 
have a policy for the guidance of 
the medical record librarian stat- 
ing that medical records shall not 
be taken outside the hospital ex- 
cept upon receipt of a subpoena 
duces tecum and the proper fee, 
or specific written authorization 
from the administrator. (The au- 
thorization or subpoena should be 
filed with the medical record.) 

There are several reasons why 
such a policy should be established: 
(1) There is always danger that 
information contained in the rec- 
ord may be altered or sheets may 
be lost while the record is outside 
the hospital. (2) The privacy of the 
confidential data has been violated 
when the medical record leaves the 
hospital, and since the medical rec- 
ord librarian must answer the two 
following questions on the witness 
stand: “How long have you worked 
at the hospital?” “Has this record 
been in your custody during this 
entire time?”, the court will as- 
sume the privacy was violated. (3) 
Information may be needed while 
the medical record is outside the 
hospital, e.g., because the patient 
has been readmitted, insurance 
forms have been received for com- 
pletion, or an abstract of the record 
is vitally necessary because the pa- 
tient is under care in another hos- 
pital. 


Minimum Laboratory Requirements 


QUESTION: Would you please give 
me the minimum laboratory require- 
ments for tonsil and adenoid cases in 
a small hospital desiring full accredi- 
tation. S.J.S. 


ANSWER: The Standards for Hos- 
pital Accreditation of the Joint 


Commission state that a urinalysis 
and at least a hemoglobin or hema- 
tocrit must be done on all admis- 
sions to the hospital. They also stite 
that at least a macroscopic exami- 
nation must be done on all tissues 
removed, and that reports of all 
examinations and tests must be 
signed by the responsible pariy. 
Thus, neither the size of the hospi- 
tal nor the type of the work done 
makes any difference as the re- 
quirements pertain to all admissions 
of every hospital desiring accredit- 
ation. 


Responsibility for the Medical Record 


QUESTION: We have many patients 
admitted to our hospital under the 
name of a medical man, and then 
operated the next morning. The medi- 
cal man claims the completion of the 
medical record is not his responsi- 
bility, and the surgeon claims he is 
only responsible for the report of op- 
eration. Therefore, we have a record 
lacking progress notes and_ other 
items, and neither will accept final re- 
sponsibility for its competion. Please 
advise. R.H.R. 


ANSWER: For proper care of the 
patient only one physician should 
be responsible for the over-all care, 
and completion of the medical rec- 
ord. In the majority of instances, 
such as you cite, the medical man 
has actually referred the patient to 
the surgeon for operation. There- 
fore, the hospital care should be the 
responsibility of the surgeon unless 
at a later date a medical complica- 
tion should arise. This does not 
commonly happen. Your medical 
staff should establish a policy fixing 
such responsibility as it is not only 
necessary for one physician to be 
in charge of the patient for com- 
pletion of the medical record but 
if adequate medical care is to be 
given the nurse and intern must 
know to whom to turn when assist- 
ance is necessary. 

In the case of clinics or otier 
legal partnerships where several 
specialists practice together more 
than one physician might leave or- 
ders. However, even for such 
groups a tefinite policy must be 
established so that over-all re- 
sponsibility is positively fixed. 8 
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GAIN INCREASED FLEXIBILITY... 


GREATER EASE OF OPERATION with 


Ritter Equipped Treatment Rooms 


Ritter ENT and Emergency Surgery Tabie, 9-S-21 





A touch of the toe smoothly raises or lowers this table... 
its 4-section top is quickly and easily adjustable to the 
positions required. Maximum patient accessibility is offered 
by the 20-inch top width. Table is equipped with static conductive 
upholstery, mobile base and floor lock, side rails on back, seat and 
leg sections. The exclusive Ritter motor-hydraulic base is approved by 
Underwriters’ Laboratories, Inc., and C.S.A. for use in 
hazardous locations, Class 1, Group C. 


Ritter ENT Unit, Model MA, Type 1 


All five essentials for ENT work are within easy reach... air, water, 
vacuum, electricity and waste. Major low voltage instruments, 

spray bottles and medicaments are conveniently located for increased 
efficiency. Swinging instrument table, including special spray and 
suction bottle, is moved into the physician’s working area by a mere touch 
of the fingers. Your choice of a Ritter ENT Unit provides your 

hospital with complete facilities for thorough 

examination and treatment. 








Ritter Motor Chair, Model MC 


Modern styling, greater patient comfort and increased ease of 
adjustment keynote the new Ritter motor-chair. The exclusive 

Ritter motor-hydraulic base provides the physician the exact height 
desired from 20 to 38 inches, with a touch of the toe. Arm rests provide 
comfortable patient support in all chair positions. Built-in 

spring compensation permits backrest adjustments effortlessly and 
quickly; chair arms can be easily adjusted for patient size. 

Back and seat sections are foam rubber cushioned, upholstered in 
top-grain leather. Chair is offered in a number 


of attractive colors. “Peg 


e 
e 
e 
e 
e 
e 
© 
e 
e 
e 
e 
e 
e 
e 
e 


Ritter ENT-ORAL and DENTAL SURGERY Unit 


Many hospitals and clinics require only the part time services of an 

Ear, Nose and Throat Specialist and Oral Surgeon. By using a Ritter ENT 
Unit, equipped with a Ritter Dental Engine, the small hospital is 
provided with an ideal combination. All the essentials for Ear, Nose and 
Throat work, oral and derital surgery are present. This arrangement 
Provides all these facilities at a minimum cost and considerable savirig 

of space. Each specialist is able to use this equipment 

part time to great advantage. 





WRITE ‘in additional information to the Ritter Company, Inc., 5629 Ritter Park. 
Rochester 3, N. Y., U.S.A....or contact your Ritter dealer. The Ritter Company, through its 
dealers, will be glad to assist in the planning of treatment rooms and dee ee installations, 


Ritter 
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Hospitals and the Law 





by Emanuel Hayt, LL.B. 


Patients Attacking Each Other 
in Veterans’ Hospital Entitled 
to Damages 


™ PLAINTIFFS SUED the United States 
for injuries received while they 
were patients at a veterans’ hospi- 
tal. They allege that their injuries 
resulted from the hospital’s negli- 
gence. 

On the night in question, both 
plaintiffs were patients at the hos- 
pital assigned to a _semi-locked 
psychiatric ward. Some time after 
midnight, Cohen left his bed, went 
to the lavatory, and while there 
took a used razor blade from a re- 
ceptacle provided for that purpose. 
The evidence indicates that he was 
in a mentally disturbed state over 
insults he fancied he had received 
from Trobunella during the day. 
Cohen then left the lavatory, pro- 
ceeded down the ward corridor to 
Trobunella’s room, and cut the lat- 
ter’s throat with the razor blade. 
His victim awoke screaming, caus- 
ing Cohen to flee in panic. Cohen 
raced to the end of the corridor, ran 
into the nurse’s anteroom which 
was unattended and bolted the 
door behind him. Then, alarmed at 
the sound of pursuit outside, Cohen 
tried to escape by lowering himself 
out the window. In the process of 
escape he fell, and landed on the 
pavement two stories below, sus- 
taining injuries, It is alleged that 
this incident would not have oc- 
curred had the hospital aide as- 
signed to the ward not been negli- 
gent in performing his duties. 

The testimony of both the aide 
and the nurse in charge of the night 
shift disclosed that it was the aide’s 
duty to patrol the ward regularly, 
and to station himself in the corri- 
dor between his rounds so that he 
could observe any patients who left 
their rooms. It was the aide’s duty 
to accompany any patient who 
went to the lavatory at night, and 
to prevent any other nocturnal 
wanderings by the patients. Cohen 
testified that he saw no one in the 
corridor both when he went to Tro- 
bunella’s room and when he fied 
from there. Trobunella testified that 
when he was attacked, he started 
to scream and ran to the door of 
his room. He looked up and down 
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the corridor but saw no one. On 
his second glance he saw the aide 
standing near the lavatory. The 
aide, on the other hand, testified 
that he heard the screams and made 
a beeline for Trobunella’s room and 
while so running he noticed a pa- 
tient running in the opposite di- 
rection. He further testified that he 
was getting some food for a patient 
at the time and that is why he was 
not in the corridor. However, such 
testimony would not account for 
his complete absence from the cor- 
ridor during the entire period in- 
volved, The aide’s testimony does 
not satisfy the court because of the 
gap in explanation concerning time 
lapses. His entire attitude was one of 
evasiveness and his demeanor was 
that of a person with an abnormally 
poor memory. Throughout the testi- 
mony, his answers on the same 
questions varied. In contrast to the 
aide’s evasive and unforthright de- 
meanor, Cohen told his story in a 
lucid, straightforward manner, and 
his testimony throughout was cred- 
ible. The court believed his state- 
ment that he passed no one in the 
corridor when he was fleeing to- 
wards the nurse’s office. Trobu- 
nella’s testimony also conflicts with 
the aide’s story that he made a bee- 
line for Trobunella’s room as soon 
as he heard the screams. 

The aide’s duty admittedly re- 
quired him to be in a position 
where he could observe and follow 
patients who left their rooms. In 
the face of the unsatisfactory testi- 
mony by the aide, the court con- 
cluded that he was derelict in that 
duty. The court, therefore, found 
that the aide was negligent in at- 
tending to his duties and that his 
negligence was the proximate con- 
tributing cause of the attack on 
Trobunella. Had he been on his 
post, he would have seen Cohen 
enter the lavatory and would have 
accompanied him, thus preventing 
Cohen from taking the razor blade. 
Similarly, had he momentarily 
missed Cohen on his entry to the 
lavatory, he would have seen him 
when he left the lavatory with the 
razor and paused at his own room. 
He would have prevented him from 
then proceeding to and entering the 
room of another patient. This neg- 





ligence was also the proximate 
cause of Cohen’s injuries, as it was 
at the root of his attempt to escape. 
The court held that Cohen had 
been damaged to the extent of $22,- 
000. Trobunella, on the other hand, 
could not be considered as having 
lost earning power since his work 
record for years had been very 
poor and he had been unemployed 
prior to this incident. The court 
found Trobunella damaged to the 
extent of $12,000. 
(Trobunella and Cohen v. United 
States, 5 CCH Neg. Cases (2d) 
1416-USDC-N.Y.) 


Hospital Liable for Anesthetic 
Explosion Due to Defective 
Equipment 


® PLAINTIFF WAS sent to Founda- 
tion Hospital in Louisiana for treat- 
ment and surgery that required the 
removal of a lung. Defendant sur- 
geon, who was a co-defendant with 
the hospital, was hired to perform 
the operation known as pneumo- 
nectomy, On the day of the opera- 
tion, plaintiff was taken to the in- 
duction room where Dr. Davis ad- 
ministered the first dose of anes- 
thetic. Plaintiff was then taken into 
the operating room where the anes- 
thetic machine was also brought 
and attached for further use. De- 
fendant had made the incision in 
plaintiff's side and as he was about 
to proceed, an explosion and fire 
occurred, resulting in internal and 
external injuries to plaintiff’s 
mouth, nose, throat, and head. De- 
fendant immediately sutured the 
incision and performed a trache- 
otomy on plaintiff to facilitate 
breathing. 

Action was brought against de- 
fendant physician and the Aetna 
Casualty & Surety Co. as surety for 
defendant Foundation Hospital. Be- 
cause action was brought against 
defendant insurer subsequent to 
that of defendant physician, the 
surety interposed a plea of pre- 
scription of one year (under the 
Statute of Limitation) which was 
overruled by the lower court. The 
trial court rendered judgment 
against all defendants for $39,000. 
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\ 
omatic Loading Conveyor 
Available For Notrux Operation 


| AUTOMATIC OPERATION 


Fast, easy, safe operation . . . loading 

and unloading takes less than 30 seconds 
per load. Once set, the entire operating cycle is 
automatic. Operator attention is less than five 
minutes per hour. 


INCREASES IRONER 
PRODUCTION 


By pre-conditioning flat work to correct 
moisture retention, ironers are able to operate at 
maximum speed and efficiency. Each individual piece 
is separated and free of extractor wrinkles. The 
result is that operators are able to get more pieces 
on the ironer. In addition, the ironer operates 20-30 
feet per minute faster . . . MORE PRODUC- 
TION PER HOUR. 





MEETS SPECIALIZED 


HOSPITAL NEEDS 

The Challenge Tumbler is ideal for pre- 
conditioning bed sheets and pillow cases, bed spreads 
and all other flat work. In addition, it full dries 
such heavy items as towels, pads, blankets, etc., 
leaving them clean, fresh and fluffy. 


= THE CHALLENGE TUMBLER - 
INCREASES HOSPITAL LAUNDRY 








rere e 














ee ELIMINATES PILE-UP 


FROM EXTRACTOR 

The Challenge Tumbler takes a 200 Ib. 
load (dry weight) at a time, either loose or in cakes. 
It pre-conditions at the rate of 2400 lbs. per hour 
and full dries at the rate of 800 lbs. per hour. 


CONSERVES VALUABLE 
<../—- STEAM CAPACITY 

The Challenge Tumbler is gas operated 
with full safety controls and will release 50 boiler 
horse power (required for steam tumblers of similar 
capacity) for other essential use. If the Challenge 


Steam model is preferred, only 1714 boiler horse 
power is required. 


CHALLENGE 
MANUFACTURING CO. 


7400 East Bandini Bivd. 
Los Angeles 22, California 
Telephone: RAymond 3-1301 


DISTRIBUTED EXCLUSIVELY BY THE AMERICAN LAUNDRY MACHINERY COMPANY 
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Mr, Purdy ped... 


and picked up a 


$5,000 Profit 


A fall on his waxed floors led Mr. Purdy 
to call in a LEGGE Maintenance Specialist. 
Here’s what he learned: 

The pounding of daily traffic brings the 
slipperiness of waxes—even most so-called 
Safety waxes—to the surface. Result: Ac- 
cidents, absenteeism, 

But with Lecce Polishes, the Safety 
lasts. Slip-meter tests show as little as 4% 
loss of slip-resistance 4 months after appli- 
cation. Result: fewer falls, increased pro- 
ductivity. 


On appeal, the court held that the 
plea of prescription was not avail- | 
able because the original suit in- | 
terrupted prescription, The court | 
further held that the doctrine of 
res ipsa loquitur was available to | 
| plaintiff. However, the judgment 
was reversed as to defendant phy- 





owed no duty to plaintiff in regard 
| to the anesthetic equipment. The 
| court affirmed the liability of the 
| insurance company for the negli- 
| gence of the hospital. The hospital 
| had failed to rebut the inference of 
| negligence raised because of the ap- 


every ordinary precaution to guard 


| room which caused the explosion 
| and fire. The judgment of $30,000 
was reduced to $15,000. 


| Cases (2d) 1462-La.) cy 





AND Lecce Polishes stay on the floor 


longer, rarely require the big stripping job. 
This means savings of up to 50% on la~ 
bor, 25% on materials. 





Mr. Purdy made a lightning calculation. 
“Eureka,” he shouted. “That’s over $5, 
in Found Money. At 5% profit, I’d have 
to do $100,000.more business to clear 
that much!” 

Wouldn’t you be wise to pick up some 
of the overhead that goes underfoot? Don’t 
wait for accidents to strike. Clip the 
coupon today. 


Walter G. LEGGE Co., Inc. 


Dept. L-5, 101 Park Avenue, 
New York 17, N. Y. 

Branch offices 

in principal cities 

tn Toronto— 

J. W. Turner Co. 





; (C) Send full information on 
LEGGE Safety Floor Maintenance 
(-] Have a LEGGE Specialist phone for 
an appointment, ~ 
Name. 





Firm. 
Address. 
City. State. 








Zone. 
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Physicians’ Record Co. 
Celebrates Golden Anniversary 


™ PHYSICIANS’ RECORD COMPANY of 
161 W. Harrison Street, Chicago, 
Illinois, is this year celebrating its 
Fiftieth Anniversary, the Company 
having been incorporated in 1907. 


| that date grew continuously as the 
| importance of good medical records 
| in hospitals, clinics, and doctors’ 

offices became generally recognized 

and the demand for acceptable rec- 
| ord forms increased. In many ways 
Physicians’ Record Company pi- 
oneered in designing and producing 
adequate hospital and medical rec- 
| ord forms. Most of its record forms 
| were, in fact, worked out in coop- 
| eration with hospitals, hospital and 
| medical associations, and profes- 
sional persons and are regarded as 
| standard in the field. 


has been the publishing, in more 
recent years, of standard texts in 
the hospital field, covering such 
subjects as medical record science, 


sician since it was found that he | 
used that degree of skill and care | 
which was usually required of | 
physicians in the same locality and | 


plication of the doctrine of res ipsa | 
loquitur. It failed to show that it | 
was free from negligence in taking | 





The Swit 
i to BREWER 





More and more budgetwise buyers 
specify Brewer Chrome-plated hospital 
and surgical equipment. They get 
quality, beauty, ruggedness, easy-mcin- 
tenance at a fraction of the cost of 
stainless steel or aluminum. Brewer 


| Chrome (using stainless only where 


against the occurrence and effect | 


| of static electricity in the operating | Ce caseat ae aac ede 


really needed, for exposure to high tem- 
peratures or acids) offers a wonderful 


of beauty or utility. It's a complete line. 
For details contact your hospital supply 


| dealer today. 
(Andrepont v. Ochsner, 5CCH Neg. | 


The comparatively small business of | 


_ hospital organization and manage- | 


| ment, hospital accounting and per- | 


| 


sonnel administration, study and 


| use of the Standard Nomenclature | 


| of Diseases and Operations, medi- 


| cal terminology, and others. 2 | 
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No. 1332 TOE-TIP 
CONTROL LINEN 
HAMPER. Provides 
much-needed facility 
at reasonable cost. 
Designed at request 
of a leading hospital. 








An important addition to the orig- aa 
inal line of records and registers | 


No. 1470 OVERBED No. 1480 CHROME 
TABLE: Designed for COMMODE: Beauti- 
rough usage. Ideal ful chrome plate with 


where both beauty 
and function count. 
Adjustable. Fireproof, 
alcohol proof top. 


white enamel wood- 
en seat and remov- 
able container. 


* AVAILABLE FROM YOUR 
HOSPITAL SUPPLY DEALER 


MFD. By E. F. BREWER CO. e Butler,. Wis. 
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RUBBER ACCESSORIES 


with all these advantages: 


e New Davol formula vastly improves con- 
ductivity and durability of operating room 
items. 


e Greater tensile strength plus increased 
flexibility. 

@ Longer life. Can be sterilized repeatedly 
without loss of improved properties. 

@ Colorfast — non-bleeding — will not stain. 
Glass-smooth surface. 


@ Improved designs are anatomically correct, 
more comfortable. (1) Improved contour 
face masks fit face firmly. (2) Exclusive 
non-kinking tube reduces turbulence. 


e@ All items meet the recommendations of 
the National Board of Fire Underwriters. 
(N. F. P. A. Standard No. 56) 


Available at your hospital supply dealer. 
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1. Contour Face Inhalers — Child’s size. 
Medium and large adult sizes. 


2. Head Straps — Child and adult sizes. 


3. Rebreathing Bags — 3 capacities. With in- 
sert— McKesson and most Heidbrink. With- 
out insert — Foregger and most Heidbrink. 
4. Corrugated Inhaler Tube— 78” opening for 
Foregger-Heidbrink. 

1” opening for McKesson. 


5. Restraint Strap* — 67” long, 234” wide. 
Practically indestructible. 
6. Safety Snap-On Heels* — Available for both 
men’s and women’s shoes. 
For detailed descriptions of items listed above 
write: Davol Rubber Co., Dept. HM-7-5, 
Providence 2, R. I. * Patent pending 





RUBBER COMPANY 


PROVIDENCE 2, R. I. 


For more information, use postcard on page 145 


DAVOL oy PRODUCTS) 
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What Associations Are Doing 








American Hospital Association House of Delegates 


Deliberates Ways and Means 


by Lucy Freeman 


= First the roll call took place. 
“Will President Albert Snoke please 
rise and be recognized?” asked Dr. 
Edwin L. Crosby. Laughter rippled 
through the Drake Hotel ballroom 
as Dr. Snoke, who had been sitting 
on the platform, stood up. 

Then, one by one, as their names 
were called, from President Snoke 
down the list to the delegate from 
Saskatchewan, seventy-eight mem- 
bers of the American Hospital As- 
sociation’s House of Delegates stood 
and were recognized as an historic 
meeting of the Association got un- 
der way in Chicago on Saturday, 
March 16. 

This was the first special meeting 
of the House of Delegates ever 
called by the Association. For the 
first time in its history, the Associ- 
ation paid the expenses of delegates, 
including one from Puerto Rico, 
four from Canada and sixty-three 
representatives of forty-four states 
and the District of Columbia Usu- 
ally delegate meetings are held in 
conjunction with the annual con- 
vention to which delegates pay their 
own way. 

They were brought together in 
special session to discuss an issue 
on which they will vote at a second 
meeting to be held May 18 at the 
Drake—the adoption of an organ- 
ized program to finance the new 
Association building on Lake Shore 
Drive, for which ground was broken 
Nov. 9, 1955, and which is now 
under construction. Costs of labor 
and material have risen so that the 
original estimate of $5,000,000 made 
in August, 1954, for the 17-story 


Miss Freeman, has devoted most of her 
journalistic career to the reporting of news 
in the fields of mental health, welfare and 
hospitals. She is the author of “Hospital in 
Action,” recently reviewed in HOSPITAL 
MANAGEMENT and several other books. 
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building has now become $9,150,000. 

Dr. Crosby, executive director of 
the Association, explained that be- 
cause costs had skyrocketed, the 
board of trustees in. 1956 decided to 
cut-back from the proposed 17- 
stories to a five-story structure, 
built so it could be expanded to 17 
stories, but that now, after careful 
study by a special committee, it 
seemed wisest to go ahead with the 
17 stories. 

“Five floors would squeeze the 
Association and six floors would be 
inadequate one year after the staff 
moved in,” said Dr. Snoke. “We'd 
rather go for broke than do it piece- 
meal.” 

It would be more expensive to 
build the top floors at a later date, 
rather than constructing the whole 
building at once, said Ray E. Brown, 
chairman of the meeting. 

Dr. Snoke read the new recom- 
mendations, approved by the board 
of trustees Feb. 7, 1957, on which 
the delegates will act May 18 pref- 
acing them with the remark, “If 
you see tears rolling down my face, 
it is not due to what I am reading 
but to the fact that I have a bad 
cold.” 


Two Edged Campaign 


Delegates were asked to consider 
what he described as a “two-edged” 
campaign to raise funds: (1) a by- 
law amendment authorizing a re- 
stricted annual assessment on all 
members for a four year period, 
1957 through 1960, amounting to 50 
per cent of regular dues, the money 
to be used only for the building 
and (2) support of an intensive 
campaign for voluntary contribu- 
tions amounting to $4,726,000 from 
industry, foundations and individ- 
uals, this money to be applied to the 
expansion of the service program 


through the Association’s Hospital 
Research and Educational Trust. 
This sum is needed because the 
present building obligations will 
hold the financing of program from 
membership dues below a desirable 
level during the next several years. 
Corporations cannot give directly 
to the Association and receive tax 
benefits but they can get benefits if 
they give to the non-profit, non- 
lobbying Educational Trust of the 
Association. 

This would be the first public 
appeal for funds that the Associa- 
tion has conducted. A month ago 
the board of trustees retained the 
John Price Jones Company to test 
the opinion of industry and founda- 
tions as to their reception of a drive 
for funds by the Association. Alfred 
C. Gumbrecht, president of John 
Price Jones, was present at the 
meeting to report that “the pre- 
liminary findings are encouraging.” 
With the aid of colorful slides, he 
outlined a sample campaign that 
could be conducted among 2500 na- 
tional and local companies in forty 
to fifty of the larger metropolitan 
centers, he said. He proposed that 
the nation’s 50,000 hospital trustees 
and 1,000,000 members of women’s 
auxiliaries take part in any such 
campaign. 

There was surprisingly easy ac- 
ceptance by the delegates of the 
first issue, increased assessments of 
50 per cent in dues for four years 
to pay for the building. A few ques- 
tions were raised such as the one 
by Norman Brown of Concord Hos- 
pital, Concord, New Hampshire, who 
asked, “What is the penalty, if any, 
for those hospitals who refuse the 
assessment?” 

Mr. Brown as chairman replied, 
“The penalties are obvious. Mem- 
bership is at stake. If a hospital 
doesn’t pay its dues, it doesn’t be- 
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dG 1 Electric product 
MOLDED CASSETTE / Pa ti aie ee s aiache produc 






and 


lasts... 


and 
lasts 








NO MORE SPOTTY SCREEN-FILM CONTACT 
when you standardize on General Electric Molded 
Cassettes. Molded, one-piece rubber frame absorbs 
shocks—does not transmit them to front and back. 
These two flat surfaces remain aligned more surely 
than in any other cassette. 

What's more, the soft compensating pad resil- 
iently ‘floats’ the back screen . . . maintains gentle 
yet firm contact over all the screen. You'll also like 
the “‘slide-easy”’ latches that expedite cassette open- 
ing, provide positive closure. 

And here’s a pleasant surprise — the prices on 
these streamlined beauties are lower than those for 
most standard cassettes. Ask your G-E x-ray rep> 
resentative for a demonstration, or write X-Ray G-E Molded Cassettes now available in all stand- 
Department, General Electric Company, Milwau- ard sizes: 5x7, 6x8, 7x17, 8x10, 10x12, 
kee 1, Wisconsin, for Pub. K-56. 11x14, 14x17. Also note the convenient, safe 

“ID” card holder, another G-E extra. 


Progress ls Our Most Important Product 


GENERAL @ ELECTRIC 


MAY, 1957 For more information, use postcard on page 145 
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long to the Association. This would 
be part of the dues structure.” 


Fund Raising Opposed 


Controversy arose over the de- 
sirability of a national fund-raising 
campaign. Leader of the opposition 
to the campaign was Clyde W. Fox 
of Washoe Medical Center, Reno, 
who rose several times to protest 
the idea of a drive on the grounds 
it would compete with local drives 
and infringe on the time of trustees 
and women’s auxiliaries. 

“Hospitals are able to support 
their own programs,” he said. “If 
industry and foundations want to 
give money for special projects, fine. 
But let’s carry our own weight. 
Even if it means a permanent in- 
crease of 25 per cent in dues.” Sev- 
eral others echoed Mr. Fox’s sug- 
gestion that there be a permanent 
25 per cent increase in dues, or at 
least an increase for the next ten 
years, the period of amortization of 
the loans. 

Reid T. Holmes of North Carolina 
Baptist Hospital, Winston-Salem, 
who had presented the financial pic- 
ture to the group, did some fast 
figuring and came up with, “If we 
increased dues 25 per cent for ten 
years we would not have enough 
money to build the building. We 
need a larger amount of money 
fast.” 


Mr. Fox said he did not mean to 
put any limit on the increase and 
then suggested a 50 per cent in- 
crease in dues for ten years. “My 
philosophy is in favor of a perma- 
nent increase in dues and let’s for- 
get about the fund-raising cam- 
paign,” he said. “What I am against 
is this drive down to the grass 
roots. I don’t want to see local proj- 
ects dissipated or the energy of the 
board of trustees or women’s aux- 
iliaries dissipated.” 

Because of the large number of 
delegates who backed the 50 per 
cent permanent increase Dr. Snoke 
commented, in astonishment, “I’m 
amazed at this reaction. This is very 
interesting. You’re either very 
smart or very stupid. You’ve just 
had a dues increase. [The dues 
were doubled two years ago.] I 
wouldn’t have guessed we could 
have suggested another permanent 
increase. The board felt, rather, that 
there were large sums of money in 
this country that could come from 
foundations, industry and individ- 
uals to support our _ program. 
Whether this is right or wrong, I 
can’t say. That’s the value of meet- 
ings like this. To talk it over.” 


That a national campaign would 
interfere with local drives worried 
a number of the delegates. Asked 
how much overlapping there would 
be, Mr. Gumbrecht replied, “No 
campaign on a national level runs 
in a vacuum. The local groups 
would be involved, too. There would 
be some competition but we feel 
this would be more than offset by 
the by-product of the educational 
value of the campaign.” 


Allied Organizations 


Another issue that concerned 
delegates was the role of the allied 
organizations that, it is planned, 
would occupy the middle five floors 
of the new building. The question 
was raised as to the necessity of 
having these organizations in the 
building. 

*Dr. Snoke commented on this. 
“Tll stick my neck out as a pipe- 


dreamer,” he said. “I’m more im- '° 


pressed all the time with the need 
to work with our professional col- 
leagues. Although my crystal ball 
gets pretty cloudy when I see who’s 
going to be there. I envision the 
American College of Hospital Ad- 
ministrators as one group. I’m sure 
we're never going to have the AMA 
want to move in with us. I don’t 
know what the Blue Cross Com- 
mission will do. I haven’t spoken 
to Jim Gersonde [Chicago Hospital 
Council] as to whether he would 
be caught dead rubbing shoulders 
with AHA. It might be a good idea 
for him and for us. If we can, I 
think we should provide all the 
space possible for allied groups.” 


Questioned as to why seventeen 
floors, rather than ten or twelve, 
Dr. Snoke said, “This is where we 
are in never-never land, planning 
for the building ten yéars from now. 
There’s no magic number in 17, 
rather than 15 or 12. We planned 
the structure, steel and foundation 
for 17. As far as the outside groups 
are concerned who will lease the 
five floors, they ought to pay their 
way. And we shouldn’t guarantee 
them an indefinite lease.” 


Dr. I. S. Geetter of Mount Sinai 
Hospital, Hartford, remarked “Even 
though the crystal ball is cloudy, 
I don’t want to cut back to 12 or 
five floors. ’'m assuming the vision 
of those behind the new move. It 
would be a great sadness and one 
which we'd always regret if we 
didn’t build what we need. If it has 
to be 17 stories, it should be 17 
stories. Although I am not im- 
pressed with the importance of our 
allied organizations. One cannot 





second-guess their future needs, 
and to be dependent on them does 
not make, to my mind, the most ful- 
some of approaches.” 

Other delegates told of their feel- 
ings. Said A. E. Maffly of Herrick 
Memorial Hospital, Berkeley: “Two 
years ago we doubled our dues and 
it was predicted we’d lose members. 
We have more members now than 
then. The United States will con- 
tinue to grow. Hospitals will con- 
tinue to increase. I don’t think any 
of us can sell the Association short. 
Let’s build a 17-story building if 
that’s what we need. Everyone back 
home said to me when I left for this 
meeting: ‘Keep them from raising 
the dues.’ Nobody said: ‘Be sure to 
increase the dues.’ I came here 
semi-antagonistic. I’ve become con- 
vinced it’s the thing to do to raise 
the dues.” 


Confidence Expressed 


Wendell H. Carlson of Englewood 
Hospital, Chicago: “At first I was 
very much opposed to increasing 
dues but I think it’s a very easy 
program to sell. Only one thing is 
needed—to tell hospitals what AHA 
has done for them. If it wasn’t for 
the AHA support of Hill-Burton 
we wouldn’t have many of our hos- 
pitals. And we wouldn’t be receiv- 
ing Ford grants without the AHA.” 

Theodore F. Childs, director of 
Lenox Hill Hospital, New York: 
‘T’'m head of a little hospital that 
pays $1200 a year in dues [the high- 
est assessment]. Although we’re 
against this program, we're going 
to endeavor to sell it.” 

Boone Powell of Baylor Univer- 
sity Hospital, Dallas: “I’m con- 
vinced the program worked out by 
the board of trustees is the wisest 
for us to follow and I'm sure we 
can convince the hospitals back 
home.” 

But some were not quite so sure 
just how they would convince the 
member hospitals back home. Vic- 
tor F. Ludewig of George Washing- 
ton University Hospital, Washing- 
ton, D. C., said, “I would doubt that 
increase in dues would meet with 
favor in the District of Columbia 
in the next two months unless the 
staff got all the way down to the 
grass roots and sought out people 
to talk to.” 


At which point Mr. Brown szid 
emphatically, “Don’t forget who the 
Association is. You are the leaders 
and make the fundamental deci- 
sions—not the staff.” 


Please turn to page 128 
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SEAMLESS 
TOP GUARD 


Eliminates dirt catching 
crevices. Open corners 
permit easy cleaning. Ex- 
tended edge of guard 
prevents articles carried 
on top deck from sliding 
off in transit. 
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The cold section of the new 
IDEAL Mealmobile gives you a refrigerator 
on wheels . . . eliminates the problem of handling 
and freezing dole plates. A unique blower arrange- 
ment maintains an even temperature, selected by 
thermostat, throughout the cold compartment. 


The IDEAL Model 9020 BCT delivers with 
“kitchen control’? 20 meals of hot and cold foods 


and dispenses both hot and cold liquids. This new 
IDEAL Mealmobile is truly a new plus 


NO-TIP 
TRAY GUIDES 


Exclusive ‘‘'no-tip’’ 
guides allow tray to 
be pulled out all the 
way and kept level 
for drawer -to-tray 
serving without lift- 
ing tray to top deck. 
Affords speedier 
service and less 
chance for error. 





Model 9020BCT “SS 


SUPER SIZE 
DRAWERS 


Seven heavy gauge 
aluminum drawers 
in the heated sec- 
tion. Each holds 
three 9” plates plus 
three side serving 
dishes. Safety stops 
and name cord 
holders. 


HOSPITAL EQUIPMENT 
Found io Fesemetl Hedpilal 





in food serving efficiency! 


REFRIGERANT 
COMPRESSOR 


The % H.P. refrigerant com- 
pressor is protected by a 
20 ga. stainless steel hous- 
ing. Thermostat on com- 
pressor housing permits se- 
lection of cold compartment 
temperature. Switch permits 
blower in cold compartment 
to be turned off when doors 
to cold section are open. 


SECTION 


Qeleal MEALMOBILE 


with... 











BEVERAGE 
DISPENSER 


Exclusive Ideal built-in 
beverage dispensers fea- 
ture individual thermo- 
static control. Thoroughly 
insulated from each other 
and from the remainder 
of the cart, they can 
carry both hot and cold 
liquids. Each well has. 
5% quart capacity. 














MECHANICAL 
COOLING 


A unique blower - coil 
arrangement keeps 
temperature within the 
cold-compartment even 
throughout. Drip 
trough and cup catch 
water resulting from 
condensation... 
eliminate puddies on 
bottom of cold section. 


LOCK SEAMED 
INSULATED DOORS 


Exclusive Ideal overlapping 
doors provide positive seal 
regordiess of temperature 
extremes. Easy to open and 
close. Glass fiber insula- 
tion reduces temperature 
change inside compart- 
ments. 


Made only by the 


SWARTZBAUGH 


MANUFACTURING 
COMPANY 














MURFREESBORO, TENN, 
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Central Service 





by Mary Helen Anderson, R.N. 


Come to the Fair 





by James J. Herman and Billy 


™ IT IS DIFFICULT to discover any- 
thing that has had a greater effect 
upon the nation’s thinking than 
modern advertising. How often 
have you caught yourself, like it or 
not, humming a radio or television 
commercial? Hospital personnel no 
longer “wonder where the yellow 
went” or have difficulty with trade 
names spelled backwards. Yet many 
of the same people “wonder where 
the money went,’ when adminis- 
tration is forced by lack of funds 
to deny requests for new equipment 
or additional employees. A well ad- 
vertised conservation program can 
make your hospital dollar go 
farther. 

A study of purchases, internal 
requisitions, and trash collections at 
St. Luke’s Hospital, Chicago, 
showed waste, loss, and breakage 
greatly in excess of that conceded 
to normal operation. Added to this, 
large numbers of instruments were 
being thrown down the linen and 
trash chutes for no apparent reason. 
Various controls were tried, none of 
which were very successful. Hans 
Mauksch, Sociology Instructor, 
School of Nursing, stated the prob- 
lem rather effectively. “Individuals 
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R. Talbert 


do not readily associate property 
rights with corporate persons. They 
view their own actions as individual 
and not as a part of a sum total of 
actions which affect the operation 
of the institution. When hospital 
personnel are helped to view their 
actions in light of this sum total, 





The central service department in 
| the hospital has been charged with 
| the responsibility of administering an 
economy program. "Come to the Fair" 

presents a novel way to launch such 
| a program. Mr. James J. Herman (see 
| #5) is Surgical Supply Supervisor at 
St. Luke's Hospital in Chicago. Surgi- 
cal supply compares to the central 
service department in other hospitals. 
Mr. Herman is working on his master's | 
degree in hospital administration at | 
Northwestern University and will serve | 
his residency at St. Luke's Hospital. 
| Mr. Billy R. Talbert is now serving his 
| residency at St. Luke's and will re- | 
ceive his master's degree in hospital | 
| administration from Northwestern in 
| June. Your C.S. editor—also a student 
j in the hospital administration program, | 
| visited this exhibit, and did not win 
the prize for most closely estimating 
the cost of breakage! 





they see not one item being taken 
or thrown away but, looking as it 
were through the administrator’s 
eyes, they see a yearly replacement 
cost of thousands of dollars. To be 
effective, conservation must become 
a principle of everyday activity.” 

How do you make conservation a 
principle of activity? Mr. Joseph P. 
Greer, the director of St. Luke’s, 
formed a small flexible committee 
to answer that question. From the 
beginning this Care and Conserva- 
tion Committee realized that it was 
a selling job and that every adver- 
tising “gimmick” available had to 
be used. A basic principle of adver- 
tising is, in order to sell an item it 
must be seen. Collections of waste 
and breakage had to be united with 
cost figures in a medium which 
would be both graphic and attrac- 
tive to all levels of personvel. 
Curiosity had to be stimulated to 
insure attendance. With these needs 
in mind, the committee decidec to 
depart from the generally more 
serious hospital approach and hold 
a care and conservation fair, based 
on a circus theme and crowded 
with as much life, color and pink 
lemonade as our conference room 
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1. Are you an ostrich? 
2. The Giant and Midget of waste. 


3. X-Ray films with clever diag- 
noses: Spine: SAVING MONEY 
STRENGTHENS THE BACKBONE 
OF THE HOSPITAL; G.I. Track: 
TAKE CARE IN WHAT YOU PUT 
DOWN THE CHUTES; Femur: 
LET’S CUT WASTE TO THE 
BONE; Chest Plate: IT “CHEST” 


TAKES A LITTLE EFFORT TO 

CONSERVE SUPPLIES; Chest 

Plate: DIAGNOSES YOUR WASTE 

PROBLEMS; Stomach: THE FOOD 

ON YOUR TRAY SHOULD GO 
HERE. 


4, One way to underwrite loss. 
5. Mr. Herman with display of 
broken and damaged equipment. 


(Pictures by George Knisley, Photographer, 
St. Luke's Hospital, Chicago Ill.) 








would hold. The initials “C & C” 
were used in all pre-fair announce- 
ments, and the meaning was kept 
within the committee to raise cu- 
riosity to a high pitch. 


Come to the “C and C Fair”! ° 


Door prize! Pink lemonade! See the 
giant and midget! Find out how 
strong you are! Guess the waste 
and win dinner for two! 

Bright posters were _ placed 
strategically throughout the build- 
ing. Our hospital paper, The Luke- 
o-Cites, ran a full page ad. Doctors 
were demanding to know from pub- 
lic relations what “C & C” meant. 
Over 500 persons came to the “Big 
Top” to find out. They came to en- 
joy the circus atmosphere, but they 
stayed to study the waste of hos- 
pital supplies. Gasps of surprise 
mingled with the circus music, as 
they passed the barker and entered 
the fair! With an outlay of $9.50 our 
artistic student nurses had turned 
the staff conference room into a 
highly colorful fair ground. 

Hospital personnel saw the os- 
trich with his head in the sand con- 
cerning cost (Illustration No. 1). 
The giant represented our waste, 
and the midget what it should be 
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(Illustration No. 2). A sword swal- 
lower devoured pencils and pens 
(Illustration No. 4). They saw the 
tape worm, depicting waste of ad- 
hesive tape. The juggler was there 
to say a few words about switch- 
ing bottle-caps. Dinner for two was 
the prize for guessing the cost of a 
large pile of broken and damaged 
equipment. Other exhibits depicted 
specific problems of the mainte- 
nance department, pharmacy, die- 
tary, and the business offices. At the 
exit of the fair was the cinerama, 
our theme display. A manikin doc- 
tor and nurse attended a bed-rid- 
den patient. The doctor’s hand was 
extended. The nurse looked em- 
barrassed. A mobile hung over the 
bed explaining her embarrassment. 


BUT DOCTOR WE DON’T HAVE 
ANY — AND HERE IS WHY — 
WASTE — THEFT — LOSS — 
BREAKAGE. 

For the first time hospital per- 
sonnel were given the opportunity 
to see the problem from the eyes 
of administration. They had re- 
membered breaking a few ther- 
mometers but were shocked to find 
out that the hospital was purchasing 


over $5,000 worth annually. People 
who had carelessly thrown an in- 
strument or piece of equipment 
down the linen or trash chute, real- 
ized for the first time that over a 
$1,000 worth of such items had been 
thrown down the chutes during the 
past six months. Tour leaders 
pointed out at each exhibit, that the 
dollars spent replacing waste could 
have bought a new piece of office 
equipment, or replaced that worn- 
out autoclave, or hired that needed 
employee. As each person left the 
fair, a flyer was presented explain- 
why care and conservation was a 
vital part of rendering patient care. 

“Well begun” not “half done,” in 
a conservation program. Education 
and supervision must be constant. 
The principles of saturation adver- 
tising work well in this type of fol- 
low-up program. What we _ hear 
again and again we seldom forget. 

With this in mind, care and con- 
servation has been incorporated 
into our general orientation pro- 
gram, and our auxiliary and stu- 
ent nurses training programs. Prob- 
able items will be displayed bi- 
weekly, and monthly articles on the 
subject will be published in the 
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Look how fast you can 
safely seal and label 





autoclave packages! 


A PAIR OF GLOVES ALL IN ONE 


A SANITARY PACKAGE FAST 


A COMMUNICATION OPERATION 


Fast, convenient Time Labels cut packaging and labeling work in half. 
Eliminates extra folding and tucking. Pre-printed titles eliminate errors, 
confusion and waste. Time Labels are on tough Vinyl coated paper for 
every hospital department. Holds thru all standard autoclave processes. 
Seals cloth, paper or plastic. 


TIME LABELS ARE SAFE! 


... did you know that over 40 papers have been written on personnel 
safety the past 5 years? Write for summary of articles . . . “LABORA- 
TORY ACQUIRED INFECTIONS” by Dr. Kenneth Costich. 


LET US PROVE IT... 


See for yourself how you can 
increase speed and safety in your 
HOSPITAL DEPARTMENT 


Professional Tape Co. Inc. 
Box 41-A 
Riverside, Illinois 


For more information, use postcard on page 145 





hospital paper. Care and conserva- 
tion has become a part of our sug- 
gestion program. Cash awards will 
be given for valid suggestions to 
curb excessive waste. Department 
heads and supervisors as well as 
members of the medical staff were 
furnished a copy of the study which 
was done on the waste problem. It 
is hoped that this will stimulate ac- 
tion by the various department 
heads. 

Conservation is a vital need; ad- 
vertising is an effective way of em- 
phasizing this need. We put the two 
together, mixed in a little excite- 
ment, and found that people were 
not only interested but willing to 
help. All they needed was some- 
one to tell them how to help in a 
way that they could understand.# 





New Approach to Electrocardi- 
ography 


® THE UNIVERSITY of Southern Cali- 
fornia School of Medicine, Post- 
graduate Division began a new ap- 
proach in the teaching of electro- 
cardiography by introducing the 
“Home Course in Electrocardiog- 
raphy”. Physicians from every state 
in the union have subsequently en- 
rolled. Because of the large demand 
the course is being offered again 
this year. 

It has been the experience that 
electrocardiography is taught best 
when the physician studies and in- 
terprets an electrocardiogram inde- 


* pendently and then is given the op- 


portunity of learning how an expert 
interprets the same tracing. In ad- 
dition to learning the fundamentals 
constant supervised practice in 
ECG interpretation is necessary in 
order to keep one’s skill sharp. 

The new ECG course incorporates 
both these principles. Every week 
for one year the Post-graduate Di- 
vision will mail a lesson to the en- 
rollees. Each week a particular sub- 
ject such as ventricular hypertro- 
phy, bundle branch block, myocar- 
dial infarction, etc., will be dis- 
cussed and exemplified by ECG 
tracings. 

More important, “unknown” 
ECG’s on subjects previously dis- 
cussed will be included. The follow- 
ing week a detailed interpretation 
of the “unknown” tracings will be 
enclosed in the new lesson. Clinical 
case histories will be available for — 
correlation. The strong point of this | 
method is that constant practice 7 
and review is possible. ® 
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RESPONSIBILITY 
FOR NARCOTICS 
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Editor’s Note: Incidents involving narcotics occur routine- 
ly in every hospital. When such incidents do occur, 
those responsible for narcotics must interpret the Federal 
Narcotic Regulations and then decide a course of action to 
be taken. It is difficult, sometimes impractical, and often 
impossible to find reliable answers to everyday questions 
involving narcotics even though the subject is one of the 
most pressing in the hospital pharmacy field today. 

Narcotic control is one of the most controversial prob- 
lems with which hospital pharmacists must deal. It ap- 
pears frequently on programs of hospital conventions, in- 
stitutes and meetings. 

Even though much good work has been done regarding 
hospital narcotic control, the hospital pharmacist, who 15 
looked to for sound counsel, and the administrator, who 
is responsible for all that happens in his hospital, both 
have the feeling of insecurity when they must make deci- 
sions concerning narcotics. This is because there has been 
no authoritative interpretation of the Narcotic Regulations 
available. 

The authors of this excellent article are making a very 
significant and appreciated contribution to the hospital 
world in giving to us many authoritative answers to com- 
mon questions concerning narcotics. The interpretations of 
the Federal Narcotic law given here are reliable not only 


because they have legal, hospital pharmacy and adminis- 
trative beackground, but even more important, because 
these interpretations have been reviewed by the Federal 
Bureau of Narcotics and have been accepted as sound. 
One word of caution is sounded. As the authors point out, 
this paper deals with the Federal Act only. Hospitals must 
check local (city and county) and state laws and regula- 
tions on this subject to insure complete compliance with 
all laws and regulations affecting any particular hospital. 

Hospital personnel all over America are deeply grateful 
to the authors, Mr. Arthur W. Dodds and Dr. George F. 
Archambault, to the Narcotic Committee of the American 
Society of Hospital Pharmacists and to Mr. A. L. Tenny- 
son and Mr. Carl DiBaggio of the Bureau of Narcotics 
for this excellent contribution. All can be well assured that 
hospital narcotic problems and the accompanying anxieties 
will be of less magnitude now because of their work. 

HOSPITAL MANAGEMENT, 7” ifs responsibility to Ameri- 
can hospitals, will do its utmost to provide every hospital 
with a copy of this important work. We urge all hospital 
administrators and hospital pharmacists to carefully read 
this presentation themselves, then refer the manuscript to 
their nurses, student nurses, staff physicians, interns and 
externs, and finally to file it as a permanent reference. Re- 
prints will be available at a nominal figure. 


D.F.M. 
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A Narcotic Control System for 
the Large and Small Hospital 





by... 


Arthur W. Dodds, Ph.C., and 
George F. Archambault, Ph.C., LL.B., D.Sc. 





®# ©O THE AVERAGE hospital 2dministrator, hospital 
pharmacist, and hospital nurse, the over-all purpose and 
workings of the Federal Harrison Narcotic Act are fairly 
obvivus. The Act was originally passed in 1914. While it 
obviously is an Act designed to protect the ‘health, welfare 
and morals” of the American people, it is, by constitutional 
necessity, an income revenue code; the States having re- 
served exclusive rights over the health, welfare and morals 
of the citizenry.’ 

Regulation No. 5 of the Harrison Narcotic Act and 
subsequent T. D. (Treasury Deparment) decisions concern 
themselves with the implementation of this Federal law. 
Individuals dealing with narcotics should be familiar with 
these regulations and should formulate from them sound 
operating procedures for their institution’s compliance to 
the Act. The purpose of this paper is to help these in- 
dividuals, in hospitals and clinics particularly, to interpret 
the Narcotic Act so that their narcotic controls and operat- 
ing procedures will be sound. 

Hospitals are registered under the Harrison Narcotic 
Act in Class 4 (licensed to administer narcotics) and also 
in Class 3 (retailer group) if the hospital operates an out- 
patient department. This dual registration (3 & 4) for 
hospitals with outpatient departments is an annoying one 
because Federal law requires that separate stocks and sepa- 
rate inventory records be maintained for each class. As an 
aside, it is interesting to note that no special class was 
created for hospitals under this Act. Class 4 is designed 
for those who administer narcotics and it applies normally 
to physicians, dentists and other practitioners. Hospitals 
without out-patient departments use this grouping for want 
of a better classification. Those having out-patient depart- 
ments use the retailer (pharmacist) grouping (Class 3) as 
well as Class 4. Further, where the hospital deals in “‘ex- 
empt’’ narcotics such as Paregoric, the hospital is licensed 
in Classes 4 and 5; or 3, 4, and 5, depending upon whether 
or not the hospital has an outpatient department. Federal 
legislation may some day be enacted creating special classes 


Presented December 29, 1956 at Annual Meeting American Asso- 
ciation for the Advancement of Science, New York City, New York. 
Arthur W. Dodds, Senior Pharmacist, Chief, Pharmaceutical Service, 
U. S. Public Health Service Hospital, Staten Island, New York- 
Chairman, committee on Narcotics, Hypnotics, Ethyl Alcohol, 
Spirituous Liquors and other Security and Control Type Medica- 
tions, American Society of Hospital Pharmacists. 
George F. Archambault, Pharmacist Director, Chief, Pharmacy 
anch, Division of Hospitals, Bureau of Medical Services, Depart- 
ment of Health, Education and Welfare, Washington, D.C.-Past 
President, American Society of Hospital Pharmacists. 
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for hospitals. Should hospitals through their organizations 
request a special grouping, one class would no doubt be 
for those employing full time pharmacists on their staff, 
and another for those not employing full time pharmacists. 

This paper concerns itself in the main with two issues 
(1) the principles of control and security of narcotics in 
all hospitals and (2) a specific narcotic control system 
adaptable for use by the small (100 beds or less) hospital, 
as well as being most suitable to the large hospital. 


Part |—Control and Security of Narcotics in General 


Much has been written about the control of narcotics in 
hospitals and clinics. However, it is only in recent years 
that this subject has been thoroughly studied from all 
angles of hospital practice and “suggested rules” and “‘con- 
trol systems” promulgated with the approval of the Bureau 
of Narcotics of the Treasury Department. 

The American Society of Hospital Pharmacists under- 
took this task as one of its major projects several years ago. 
Each year its “Committee on Narcotics, Hypnotics, Ethyl 
Alcohol, Spirituous Liquors and other control type medi- 
cations’ made substantial progress in developing the final 
document completed only last year and reported here as 
part of this paper. Each year that the committee has func- 
tioned, the Bureau of Narcotics has kindly weighed, eval- 
uated and advised upon the recommendations of the com- 
mittee. 

Mr. A. L. Tennyson and Mr. Carl DiBaggio of the 
Bureau of Narcotics were especially helpful to the com- 
mittees in their work. The A.S.H.P. Chairmen of the Nar- 
cotic Committee over the past five years (Sr. Mary Ethel- 
reda, Mr. V. Trygstad and Mr. A. Dodds) played the 
important key roles in developing these guidelines. This 
material unquestionably will fill a long felt need in hospi- 
tal administration, hospital nursing and hospital pharmacy 
practices. 

The A.S.H.P. regulations, it will be noted, were drawn 
to cover the major situations involved in the control and 
security of narcotics in hospitals and clinics. Obviously, 
much of this material can be applied to “controls” and 
“security” on hypnotics and other dangerous “legend 
drugs”. It should be stated that although these A.S.H.P. 
regulations have the approval of the Narcotic Bureau, this 
does not mean that other systems of control are necessarily 
“non-approved’’. 

The Regulations discussed in Part I of this paper cover 
a narcotic control system adjustable to any size hospital, 
large and small. They are presented with such appropriate 
footnotes as are felt might be helpful by the authors of 
this paper. 
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Definitions 


1. Order and Prescribe—The written order for nar- 
cotics on the doctor’s order sheet of a patient's chart or a 
properly prepared written prescription. 

2. Request and Certificate of Disposition Form—The 
recommended combined form for obtaining nursing station 
narcotic drugs and for keeping an account of these nar- 
cotics as administered. 


3. Administer—The word ‘‘administer’’ is employed 
when a nurse or other properly qualified individual gives 
medication to a patient, pursuant to the order of a quali- 
fied practitioner. 

4. Dispense—The word “dispense” is employed when 
a pharmacist dispenses narcotics to an outpatient upon the 
receipt of a properly prepared narcotic prescription. 

5. Hospital—‘‘Hospital” means an institution for the 
care and treatment of the sick and injured, 5 le by 
the proper state agency as proper to be entrusted with the 
custody of narcotic drugs and the professional use of nar- 
cotic drugs under the direction of a physician, dentist, or 
veterinarian, who has qualified and obtained the requisite 
Federal narcotic registration from the District Director of 
Internal Revenue. 

6. Doctor—The word ‘‘Doctor’’ is employed to indicate 
an individual who qualified for the requisite Federal nar- 
cotic registration with the District Director of Internal 
Revenue, and who has obtained same. ‘“‘Doctor’’ may be an 
intern, resident, associate or assistant resident, etc., if he 
fulfills requirements for and obtains the Federal narcotic 
registration. 


Registration” 
A. Non-Government Hospitals‘ 


Non-Government hospitals register in Class 4 (covering 
narcotic administration within the hospitals) or Class 5 
(covering exempt narcotic preparations’ or Classes 5, 4, 
and 3 (covering dealers and hospitals filling outpatient 
prescriptions). 

Note: Registration of a hospital in Class 4 or in Classes 
3 and 4 does vot authorize a doctor or dentist to prescribe 
or order narcotics for an individual patient under the 
hospital’s narcotic registration (registration number). 

Class 3 Inventory of Narcotic Drugs must be kept sepa- 
tate from Class 4. However, both lots of narcotic drugs 
may be kept in the same security unit, but commingling of 
inventories is forbidden. 


B. Government Exempt Officials 


Government Officials who claim exemption under the 
Narcotic Act for procurement, dispensing, administration 
or prescribing of narcotics, in Federal, State, County, 
Municipality, or other governmental institutions and who 
qualify, usually apply for special exemption (see ‘Special 
Exemptions” in Narcotic Regulation No. 5, Ch. VI, Art. 
91, 92, and 93 and Treasury Decision No. 48 dated No- 
a 24, 1954, which amended Ch. VI of Regulation 

0. 5).¢ 

Note: This exemption is usually a tax exemption, only, 
and does not exempt the officials or institution from nar- 
cotic control regulations. 


C. Doctors (Practitioners) 


Doctors (Practitioners), in order to prescribe narcotics 
for or order administered (dispensed) to their patients in 
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the hespital, must be entitled under the laws of the particu- 
lar state, territory, or district to so prescribe, or order 
administered, narcotic drugs. Also, they must be duly 
registered with the federal District Director of Internal 
Revenue for this purpose. 

Note: Registration in one state will not cover the activi- 
ties of the Doctor in another State. 


D. Interns, Residents, and Medical Officers 


Interns, residents and medical officers who are attending 
patients in the hospital or hospital clinics, /f entitled under 
the state, territoriat or district law (Medical Practice Act) 
to prescribe or order administered narcotic drugs to as- 
signed patients in the hospital or hospital clinic, may ob- 
tain the requisite registration from the federal District 
Director of internal Revenue, to complete their qualifica- 
tion to write narcotic precriptions or ordcr narcotics ad- 
ministered to their hospital patients in the course of their 
professional practice.? 


Notes: Usually the State, Territorial or District Medical 
Practice Act sets forth the prerequisites required to obtain 
the professional right to prescribe or order narcotic drugs. 
The licensed doctor, dentist or veterinarian, in good stand- 
ing, has this right in the respective state, territory or dis- 
trict where he is licensed; there may be a question as to 
whether an intern, resident, or medical officer has such a 
right, even as limited to hospital paticnts, unless the 
medical practice act or a special law authoritatively con- 
strued, gives the non-licensed doctor such a right limited 
to his hospital patients. If it is authoritatively determined 
that the intern, resident, or medical officer has such limited 
rights under the state, territorial or district law, he may 
complete his qualification by registration with the District 
Director of Internal Revenue under the Federal Narcotic 
Law. 


The Bureau of Narcotics has clearly stated that it is not 
the intent of Article 28, Regulation No. 5, pertaining to 
employees of registrants to authorize the prescribing or the 
ordering of narcotics by unregistered practitioners as em- 
ployees of an institution holding a Class 3 or 4 registra- 
tion. 


E. Special Exemption for Doctors in Government Hos- 
pitals 


Certain government officials may be exempt from paying 
a narcotic registration tax such as doctors (medical, dental, 
etc.) in the Armed Forces, United States Public Health 
Service and Civil Service (see “Special Exemptions’ in 
Narcotic Regulations No. 5, Ch. VI, and Treasury Decision 


"Hospitals and clinics must register annually on or before July |. 


‘The President of the hospital corporation is usually the individual 
in whose name the narcotic registration is issued. He may delegate 
certain authority to proper employees of the hospital as noted 
elsewhere in this paper. He may not delegate the right to sign 
the application for registration. Applications of corporations must 
be signed by an officer duly authorized to act (Article 8, Regu- 
lation No. 5}. Supposedly this refers to the President, Vice Presi- 
dent or Secretary (see Item I! of authors' general information 
reference points at page 101). 


*Should read Classes 4 and 5. 


‘Discussed in detail elsewhere in this report (see Item 21, p. 103 
and "E" above). 


‘This authority is limited to those patients assigned to the intern, 
resident or medical officer and to no other patients. 


95 























No. 48 dated November 24, 1954 which amended Ch. VI 
of Regulation No. 5).® 

Note: “Exempt” officials are primarily exempt from 
paying tax. All other narcotic regulations apply unless 
specifically exempt. 


Hospital Narcotic Control Procedures 
A. Responsibility for Narcotics in the Hospital 


The administrative head of the registered hospital is 
responsible for the proper safeguarding and handling of 
narcotics within the hospital. Responsibility for the pur- 
chase, storage, accountability and proper dispensing of 
narcotics within the hospital is normally delegated to the 
pharmacist, serving as the hospital's narcotic security 
officer, or to a registered nurse, or administrator, or super- 
intendent in the smaller hospitals. Likewise, the head nurse 


of a nursing unit or designatees, are responsible for the © 


proper storage and use of nursing unit’s narcotics. While 
such delegation of authority is proper, the administrative 
head of the institution is not relieved of his supervisory 
responsibility to detect and correct any diversion or mis- 
handling of narcotics by pharmacists, doctors, nurses, or 
others. Necessary periodic spotchecks should be made by 
the administrator and others to assure compliance with 
requirements. 


B. Doctor’s Signature or Initials 


The doctor’s full name or initials are required on the 
doctor's order sheet. The doctor’s narcotic registry number 
need not be included with the signature on the doctor's 
order sheet.° 


C. Preparation of Narcotic Orders 


All narcotic orders and records must be typed or written 
in ink or indelible pencil and signed in ink or indelible 
pencil. 


D. Doctor’s Order for Administration of Narcotics 


The doctor's orders for the administration of narcotics 
are usually written on the doctor’s order sheet of the pa- 
tient’s chart. However, if a complete narcotic prescription 
is written on a prescription blank instead of on the doctor's 
order sheet, the signed prescription is to be sent to the 
pharmacy with a narcotic “Requisition and Certificate of 
Disposition” Form signed by the nurse. A notation is to 
be made on the patient’s chart that the doctor’s signature 
for the order is in the pharmacy. (See “Ordering Narcotic 
Drugs for the Nursing Unit’ and “Narcotic Mixtures for 
Individual Hospital Patients’ for further details). 


‘Civil Service doctors in the uniformed Services (Army, Navy, Air 
Force, United States Public Health Service) or Veterans Adminis- 
tration or in institutions operated by State Governments and sub- 
divisions thereof must file Form 1964 with Internal Revenue Service. 
Commissioned officers, including commissioned interns and residents 
need only write Corps identification and their jacket or serial num- 
ber under T.D. 48: The right to prescribe is limited to patients as- 
signed by superiors. The right does not apply to private patients 
(registration is annually as an ‘exempt official"). 


*Prescriptions must carry the full signature of the physician, his 
address and Federal Narcotic Registration Number. Further, the 
prescription must include the name and address of patient and 
date. 


"Damaged, deteriorated, contaminated, surplus or unusable nar- 
cotics should be turned over to District Supervisor and reported 
on Form 142. 
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E. Ordering Narcotic Drugs for Nursing Unit 


Narcotic drugs, whether intended for permanent or 
temporary nursing unit stock, should be ordered from the 
pharmacy on the narcotic “Requisition and Certificate of 
Disposition’”’ Form. (See Exhibit 1) 

Note: It is not necessary that this request be signed by 
a duly registered doctor. However, it should be realized 
that the signing by a doctor of such a request for narcotics 
for the nursing unit stock does not relieve the nurse o* her 
responsibility of having a properly signed order for cach 
dose of narcotic administered and for charting the in- 
formation on the “Certificate of Disposition’ or for the 
proper security storage of the narcotics obtained. 


F. Narcotic Mixtures for Individual Hospital Patients 


A properly signed narcotic order for an individual hos- 
pital inpatient, whether it be a single narcotic item or a 
narcotic mixture, may be ordered from the pharmacy in the 
manner outlined above, on a narcotic ‘Requisition and 
Certificate of Disposition’ form. If it is a narcotic mixture 
(prescription) which is prepared for the patient, a copied 
transcription from the doctor’s order sheet may be prepared 
by the responsible nurse, one copy of which may be at- 
tached to a narcotic “Request and Certificate of Disposi- 
tion” form. The transcription will contain the doctor's 
name but not necessarily his signature, the name of the 
patient, date of narcotic order, the complete formula (pre- 
scription) including signa (directions), and the signature 
of the nurse preparing the request. The filled prescription, 
that is, the medication, returned to the nursing unit with 
the “Certificate of Disposition’ portion of the form, is 
treated in the same manner as other narcotic nursing unit 
preparations. 

Notes: It is emphasized by the Bureau of Narcotics that 
a narcotic “Certificate of Disposition” report is to be main- 
tained showing a record of each dose of a narcotic ad- 
ministered on a nursing unit, whether from the nursing 
unit stock or pursuant to a copied prescription which is 
filled in the pharmacy and returned to the nursing unit for 
an individual patient. 

The completed ‘Certificate of Disposition’ is returned 
to the pharmacy with the container when empty or when 
medication is discontinued. Any remaining medication is 
placed on inventory in the pharmacy until used for another 
patient or until returned to the Narcotic District Supervisor 
on Form 142° as directed in Regulations No. 5, Art. 
196. 

Should the attending doctor wish to have the patient 
continue the medication at home until the original pre- 
scription becomes exhausted, the doctor should enter the 
necessary instructions on the doctor’s order sheet. The 
container with the narcotic, the completed ‘Certificate of 
Disposition form,” and a request by the nurse to dispense 
the remainder of the drug with proper signa, is sent to the 
pharmacy. The pharmacist will relabel if necessary and 
make an appropriate notation on the “Certificate of Dis- 
position” as to the disposition of the remainder of the 
prescription. 


G. “P.R.N.” Orders 


A “P.R.N.” (Pro re nata — as the occasion demands) 
order for a narcotic is permissible but such an order is 
not valid beyond 72 hours, regardless of type of case 
treated i.e. terminal cancer, or how the order is written. 
“P.R.N.” orders must be rewritten at least every 72 
hours. 
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H. “Standing Orders” for Narcotics 


A “Standing Order” for a drug, is understood to be a 
drug dose administered routinely for a doctor by a nurse, 
(Example: —— medication), without first obtain- 
ing a signed order for each hospital patient. This type of 
order is not permissible for narcotic drugs. 


I. Telephone Order for Narcotics 


A doctor may order a narcotic drug or compound for 
his hospitalized patient by telephone in case of absolute 
necessity. The nurse will write the order on the doctor's 
order sheet, stating that it is a ‘‘telephone order” and sign 
the doctor's name and her initials. The narcotic may be 
administered immediately.1! The written order must be 
signed by the doctor with either his full name or initials 
within 24 hours. 


J. Oral (Verbal) Order for Narcotics 


An oral (verbal) narcotic order may be given by a doc- 
tor for his hospital patient only in a bona fide emergency 
where time does not permit his writing the order. The 
nurse will write such an order on the doctor’s order sheet, 
stating that it is an emergency oral order, giving the doc- 
tor’s name, and signing her initials. This written order 
must be signed by the doctor with his full name or initials 
before he leaves the hospital or within 24 hours. 

Note: Telephone and Oral narcotic orders are approved 
with reluctance by the Narcotic Bureau. The Bureau has 
made a major concession to hospitals on these two points 
recognizing that unusual true emergency situations arise 
in hospitals, which are not common in other types 
of medical practices. It cannot be emphasized too strongly 
that telephone and oral narcotic orders are to be used only 
in true emergencies. Periodic checks should be made to 
determine whether there is abuse of these two emergency 
types of narcotic orders. 


K. Procedure in Case of Waste, Destruction, Contami- 
nation, etc. 


1. Aliquot Part of Narcotic Solutions Used for Dose: 
The nurse shall use the proper number of tablets or ampuls 
from nursing unit stock. She shall record the number of 
tablets or ampuls used and the dose given in the proper 
columns on the Narcotic ‘‘Certificate of Disposition” form. 
She shall, in arriving at the proper Aliquot Part, expel into 
the sink that portion of the narcotic solution that is not to 
be used. 


2. Prepared Dose Refused by Patient or Cancelled bj 
Doctor: When a narcotic dose has been prepared for a 
patient but not used, due to a refusal by the patient or 
because of cancellation by the doctor, the nurse shall expel 
the solution into the sink and record why the narcotic was 
not administered. Example: ‘Discarded: Refused by pa- 
tient” or “Order cancelled by Dr. A. Jones.’” The head 
nurse of the unit shall sign the statement and the Director 
of Nurses or her assistant countersign. 


3. Accidental Destruction of Narcotics: When a narcotic 


"The narcotic may be administered only once. 


“Calibrated amber colored glass vials that facilitate readings on 
sterile narcotic solutions are obtainable from the Wheaton Com- 
pany, Millville, New Jersey, and other sources. 
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solution, tablet, ampul or substance is accidentally de- 
stroyed on a Nursing Unit, the person responsible shail 
indicate the accidental loss by a check in the space or spaccs 
allowed for the record on the Narcotic Certificate of Di.- 
position of that narcotic. She shall write on the back of 
the sheet a complete report of the accident and sign the 
statement. The head nurse of the Unit will sign the stat.- 
ment when completed. The Director of Nurses or her 
assistant will then also sign the statement. 


4. Contaminated or Broken Hypodermics and Contan.i- 
nated Narcotic Solutions: When a narcotic hypodermic 
tablet is contaminated or broken or a narcotic solution is 
contaminated, the person responsible or the head nurse 
shall place the tablets, particles, or solution in a suitable 
container and label. The person responsible or the head 
nurse shall indicate the aamuaeed 4 narcotic by a check 
in the space or spaces allowed for the record on the Nar- 
cotic Certificate of Disposition of that narcotic. She shall 
write on the back of the sheet a complete report of the 
accident and sign the statement. The head nurse shall sign 
the statement when complete. The Director of Nurses or 
her assistant shall then sign the statement. The container 
with the contaminated narcotic shall be returned to the 
pharmacy. The pharmacist or other authorized person will 
receive it and note on the Narcotic Certificate of Disposi- 
tion covering that particular narcotic that it has been re- 
turned. The hospital shall return the material either by 
itself or with similar narcotic material at a convenient time, 
to the Narcotic Bureau in the proper manner. 

Note: In using the above procedures, the Head Nurse 
should sign entries as a witness or as a responsible indi- 
vidual who has investigated the incident. In addition, a 
professionally responsible supervisory official should initial 
the entries to assure an awareness on the part of super- 
visory professional personnel of all matters relating to 
narcotics. 


L. Procedures in Case of Loss, Theft, etc. 


1. Discrepancies im narcotics count involving small 
amounts (such as single doses) should be reported to a 
responsible supervisory official of the hospital. An investi- 
gation should be made to determine the cause of the loss. 
A copy of the report of investigation signed by the re- 
sponsible supervisory official should be filed with the hos- 
pital narcotic records, and appropriate action taken to pre- 
vent recurrence. 


2. In cases of recurring shortages, or loss of significant 
quantities of narcotics (several doses), a thorough investi- 
gation should be made making every effort to determine 
the reason for the shortage, and the person responsible 
with complete report of the incident and findings made to 
the administrative authority of the hospital. Appropriate 
action should be taken immediately to prevent recurrence. 
A copy of the report, including any findings resulting from 
the local investigation, should be forwarded to the District 
Supervisor of the Bureau of Narcotics in accordance \ ith 
Article 194, Bureau of Narcotics Regulation No. 5. 


M. Multiple Dose Vial Narcotic Problem 


The Bureau of Narcotics questions the advisabilit) of 
the necessity for approving a specific amount of overage 
or a permissable shortage for narcotic vial medication, 
fearing it would foster deviation. Currently there is no 
definite answer to this problem except the test of reasona- 
bleness.1? 
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N. Charging a Fee for Narcotics 


A hospital may charge for narcotics administered or 
dispensed to patients. 


O. Storage of Narcotics 


Narcotics must be kept in a /ocked secure place. Reserve 
stocks should be kept a strong safe, substantial enough 
to deter entry and heavy enough to prevent its being car- 
ried away. Other valuable property may be kept in the safe. 
A chest or safe meeting Underwriters Laboratories re- 
quirements for an X-60 rating is designed to offer protec- 
tion against attack by tools or explosives for a period of 
one hour; one with a TR-G6O rating protects against tools 
or torch and one with TX-60 rating protects against tools, 
torch, or explosives, for the same period of time. A safe 
with any of these ratings, or of equivalent construction, 1s 
considered ‘‘a strong safe’. 

For small stocks, the Bureau of Narcotics has occasion- 
ally, though reluctantly, accepted lighter safes with only a 
T-20 rating. This type of safe is built to resist attack by 
ordinary burglar’s tools, and only for a period of twenty 
minutes. While better than no safe at all, it offers a bare 
minimum of protection. Although sometimes allowed as a 
minimum requirement, it is mever recommended as ade- 
quate and certainly is not adequate for safe-keeping of a 
narcotic stock of any appreciable size or value. 

Any safe weighing less than 750 pounds should be 
securely anchored in concrete to the floor or wall to pre- 
vent its being carried away. If bolts are used they should 
be completely imbedded so they cannot be readily reached 
and cut, sawed or unbolted (see Gen. Cir. 195—Bureau 
of Narcotics). 


P. Correspondence Concerning Interpretation of the 
Law and Regulations 


Correspondence concerning interpretation of the law 
and regulations as they apply to hospitals should not be 
directed to a field office, but should be directed to the 
Division of Hospital Pharmacy, 2215 Constitution Avenue, 
N.W., Washington, D.C.1® Questions of violations of the 
law and regulations should be directed to the local District 
Supervisor of the Bureau of Narcotics. 


Q. Filled Narcotic Prescriptions to Be Signed 


The narcotic prescription, at the time of filling, is to be 
signed and dated by the pharmacist with his legal signature 
on the face of the completed prescription. 


R. Records—Length of Time to Keep 


The Federal Law requires that all records pertaining to 
narcotics be preserved for a period of at least two (2) 
years. Requirements of the several states may vary. 


S. Narcotic Control Forms 


The American Society of Hospital Pharmacists’ 1950 
Committee on Narcotic Regulations developed suitable 
narcotic forms to show daily use of narcotics and the 
amount remaining on inventory. The following year the 
Narcotic Bureau sanctioned the use of these forms though 
not excluding others. 

In light of the experience gained during the past several 
years, these forms have again been carefully reviewed. 
Changes in the previously approved forms, as incorporated 
in the Exhibits shown here, will make for even better 
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functional use and are recommended for adoption.'* 
The forms are: 
1. A combined form consisting of four parts: 
a. Request for Narcotics (see Exhibit One, Part I) 
b. Certificate of Disposition (see Exhibit One, Part 
Il) 
c. Receipt of Certificate of Disposition (see Exhibit 
One, Part IIT) 
d. Eight hour Nurses Audit (see Exhibit Two) 
2. Perpetual Inventory of Active Narcotics (In 
Pharmacy) (see Exhibit Three) 
3. Perpetual Inventory of Reserve Narcotics (In 
Pharmacy Storeroom) (see Exhibit Four) 

The Bureau of Narcotics encourages hospitals without a 
pharmacist to follow the regulatory procedures presented 
here as well as the use of the forms. Should any forms 
seem unnecessary in a particular operation, it is recom- 
mended that the administrator submit his present procedure 
to the Commissioner of Narcotics in Washington for com- 
ment. 

The Forms (see Exhibits at end of paper) are self- 
explanatory. It should be emphasized that in addition to 
keeping a record of narcotics administered, hospitals 
should maintain a perpetual inventory of narcotics and a 
record of nursing station audits made at each change in 
shift of nurses. 


End—A.S.H.P. Narcotic 
Control System. 


Twenty-One Additional Specific Points on Narcotics 
Control: In addition to the ‘suggested A.S.H.P regula- 
tions’, and footnotes just cited, the authors, in their at- 
tempt to have this presentation serve as an authoritative 
comprehensive reference on the subject of narcotic security 
and control, add the following 21 points: 


1. A physician cannot replenish his office narcotic sup- 
ply or his physician’s bag supply from the hospital 
pharmacy supply. The physician must order from a drug 
wholesaler on a special narcotic order form. An exception, 
rarely if ever used, is the procurement of a single ounce 
of an aqueous or oleaginous solution of not over 20 per- 
cent on the physician’s official Federal Narcotic ordes 
blank, not on his prescription blank (Article XV of Act), 
and this can be done only where the hospital is registered 
in Class 3. The pharmacist filling the narcotic order must 
affix a label to the package showing the date of the order, 
number of order form, if any, name and proportion of 
narcotic drug contained in the solution and the name, ad- 
dress and registration number of the vendee and vendor. 

A practitioner who, in his own office practice, admin- 
isters minute quantities of narcotics in stock preparations, 
may keep, as to such preparations, in lieu of the record 
required by Article 77, a record of the date when each 
stock preparation is made or purchased and the date when 
the preparation is exhausted (Chapter 8, Article 179). 

Narcotics, in the form of tablets, ampuls and powders, 
may be obtained by a physician for use in his office or for 
carrying in his bag only upon the official Government 
order form (such as is used to order the Aqueous and 
Oleagineous solutions). A physician cannot legally write 


“Or Commissioner of Narcotics, Bureau of Narcotics, Department 
of Internal Revenue, Washington, D. C. 


“Authors recommend in addition to above forms, (1) "Emergency 
Nursing Station Transfer of Narcotics Form'' — See Exhibit Five 
(2) Monthly Narcotic Audit Report to Administrator by Pharmacist 
(see Exhibit Six). (3) Narcotic Audit Report to Administrator by 
Auditor (see Exhibit Seven). 

















EIGHT (8) HOUR NURSE AUDIT RECORD 


(Leases and Extended Disposition Record should ofan be noted. Attach another Form (PHS-2621-2) showld more space be neoded) 
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a narcotic prescription for such supplies on his regular 
prescription blank. The official order form (excluding the 
20 percent exemption previously discussed) cannot be 
filled by the hospital pharmacy. Such orders are fillable by 
Class 1 and Class 2 permittees only (such as wholesalers 
and manufacturers). The order forms are prepared in 
triplicate, the duplicate being retained by the physician for 
a two (2) year period and the original and triplicate being 
forwarded to the Class 1 or Class 2 vendor.’® Orders must 
not be written in pencil. 

2. Solutions, ointments and other preparations for use 
in the eye, ear, or nose or for rectal, vaginal or urethral 
administration are not considered as being preparations for 
external use. This is important in considering ‘‘exempt’’ 
narcotic preparations.’® (See also items 13 and 17) 

3. Many physicians, for their own protection and as an 
indication of good faith, file a letter with the local District 
supervisor of the Bureau of Narcotics, when treating pa- 
ticnts requiring large doses of narcotic medication over 
long periods of time. This is not a legal requirement. If 
such letter is written it should state the patient’s name, 
condition from which patient suffers and a statement to the 
effect that in the physician’s opinion, the narcotic is indi- 
cated in the treatment; that it will be used for sometime; 
aid that as the disease progresses, the use may be sub- 
stantially increased to sustain life and/or alleviate pain and 
suffering. 

4, Regulations forbid the use of ‘‘Refill Prescription No. 
123456” or similar wording on prescription blanks. A 
complete new prescription must be written. 

5. A special tax stamp issued to physicians must be 
conspiciously displayed in the office. Penalties are made 
for not displaying it (Article 46). The stamp is valid only 
for the fixed location for which originally issued. Should a 
physician relocate his office, he must notify the local Nar- 
cotic Bureau within 30 days and have the special stamp 
changed to correspond with his new office address. 

6. Hospitals should periodically check local (city or 
county) and State Narcotic laws as well as the Federal 
Statutes. Local governments have the power to tighten and 
strengthen Federal laws, but not the power to weaken 
them. Example:—Paregoric is not an “exempt narcotic” in 
some States. 

7. The 1954 Oral Prescription Law permits physicians 
to prescribe by telephone, certain narcotic drugs and prepa- 
rations of narcotic drugs that contain little or no addiction 
properties.*7 Such telephone prescriptions must be reduced 
to writing by the pharmacist and filed in the usual manner 
for the two year period. 

8. Narcotic drugs at nursing stations must be stored in 
a safe place under lock and key. 

9. The Bureau of Narcotics of the U. S. Treasury De- 
partment “generally disapproves” of narcotic prescriptions 
written for the prescriber’s use or for the use of any mem- 
ber of his immediate family. Both the prescriber and the 
pharmacist are individually legally responsible for the 
proper prescribing and dispensing of narcotic drugs. 

10. Considerable economy of time of nurses and phar- 
macists may be effected, along with a simplification of a 
narcotic control system by standardization on the use of 
hypodermic tablets (not oral) of morphine and codeine in 
vials of twenties or by the use of sterile solutions. Such a 
standardization cuts materially the time involved in the 
nursing stations’ 8 hour audits and more adequately safe- 
guards the medication against contamination as is caused 
by excessive handling when provided in 100’s or 1000's. 
The single dose closed system injectable is ideal in this 
respect.18 


11. Hospital Administrators should inform the President 
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or Secretary of Board of Trustees or Board of Governors 
of reports of Chief Pharmacist, Chief Nurse or others 
indicating irregularities or suspected irregularities in nar- 
cotics among staff, employees and others, as well as take 
such immediate action as may be necessary to protect the 
hospital. 

12. Reference to “Exception 1, Article 85” and “Ex- 
ception 11, Article 85” is no longer permissible by Federal 
law. It will be recalled that prior to about 1947, physicians 
writing prescriptions for narcotics for an incurable disease 
were authorized to write on the prescription, ‘Exception 1, 
Article 85” or the diagnosis such as “Inoperable Carci- 
noma.” Also, narcotic prescription written for the comfort 
of the aged or the infirm, were authorized to carry the 
statement “Exception 11, Article 85.” 

Today, with the abolishment of these two exceptions, 
the tests of a need for a narcotic are “‘reasonableness’’ in 
the particular case and the “good faith’ of the prescriber. 

13. “Exempt narcotic preparations are the following:— 
Up to two grains of opium or one grain Codeine, or 4 
grain Morphine. (Heroin is no longer in legal use. It was 
formerly exempt up to 1 grain) or their salts and deriva- 
tives'® to the fluid ounce (480M.-30 ml) or to avoir. 
(437.5 gr.) ounce (Section 6 of Narcotic Act) if prepara- 
tion /s fit for internal use (see also Items 17 and 2). 

14. Non-exempt narcotics — those requiring prescrip- 
tions and cannot be refilled include Cocaine, Meperidine 
(Demerol), Dihydromorphinone Hydrochloride (Dilau- 
did), Dihydrocodeinone Bitartrate (Hycodan Bitartrate), 
Pantopon and Spasmalgin. 

15. Preparations which are within the exemption 
amount may be dispensed with or without prescriptions 
and such prescriptions may be refilled providing the prepa- 
ration is prescribed in good faith for medicinal use only. 
The filling or refilling of prescriptions calling for more 
than one exempt drug or preparation, or a mixture con- 
sisting of an exempt preparation further reduced or diluted 
by the addition of non-narcotic medicinal agents is author- 
ized provided the preparation is furnished in good faith, 
for medicinal purposes and there is no over-duplicating of 
exempt drugs in each ounce of the preparation. 

16. An extemporaneous prescription calling for narcotic 
drugs not in excess of the amount specified in Section 6, 
(see item 13) may be refilled in the same manner as a 
prescription calling for ready made preparations, provided 


pm. 63. — Regulation No. 5-1949 Revision, Bureau of Narcotics. 
“A narcotic prescription fit for internal use cannot be refilled un- 
less it contains “exempt' amounts of narcotics plus ingredients 
which confer upon the preparation valuable medicinal qualities 
other than those possessed by the narcotic alone. 

“NOTE: — Sept. 1955 — Oral prescription narcotic list released 
by Narcotic Bureau. (1) Codeine — not to exceed eight grains 
per fluid ounce or one grain per dosage unit. Preparation must 
be compounded with one or more active non-narcotic ingredients 
in therapeutic dose or with an equal or greater amount of any 
isoquinoline opium alkaloid, (2) Gikeleeaudcine or salt — not to 
exceed one and one-third grains per fluid ounce or one sixth grain 
per dosage unit. Prescriptions must consist of (a) one or more 
active non-narcotic ingredients in therapeutic doses or with four 
times or greater amount of any isoquinoline opium alkaloid or 
salt, (3) Dihydrohydroxycodeinone not to exceed two-thirds grain 
per fluid ounce or 1/12 grain per dosage unit, (4) Dionin or its 
salts when with one or more non-narcotic ingredients in therapeutic 
dosage, (5) Isoquinoline alkaloid alone or in combination with 
other active non-narcotic constituents, (6) Apomorphine or salts 
alone or in combination and (7) Nalline or salts alone or in com- 
bination. 

*Tubex, Sterajets, Cartrids, Ampins, etc. 


*Apomorphine — derivative of morphine ('/4 gr. to oz. exempt) 
Dionin (Ethyl Morphine Hydrochloride) — '/% gr. exemption to 
ounce, Papaverine- 2 gr. exemption to ounce — an alkaloid of 
opium, Narcotine — 2 gr. per oz. 
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MONTHLY NARCOTIC REPORT (For Medical Officer in Charge and Clinical Director) 


STATION REPORT PERIOD 











FROM TO 
PERPETUAL INVENTORY RECORD a/ PHYSICAL INVENTORY 


TOTA 
BAL ANCE amy BALANCE BALANCE 
START | QUANTETY | gigi apie | QUANTITY | ON HAND ON HAND, 

OF RECEIVED ISSUED END OF rd 


PERIOD betel PERIOD Count 


ISSUE 











Acetoph., Acetylsal. Ac., 
Caff., & Cod., 15 mg. tab. 
Acetoph., Acetylsal. Ac., 
Caff., & Cod., 30 mg. tab. 
Apomorphine HCl HT, 6 mg. 
Camphorated Tincture of Opium 
Cocaine alkaloid 
hydrochloride 
Codeine phosphate 
phos. amp. 30 mg./cc 
sulf. HT, 15 ma. 
sulf. HT, 30 mq. 
sulf. HT, 60 mg. 
Ethylmorphine HCl 
Meperidine HC] amp. 100 mg. 
HCI tab. 50 mg. 
Morphine sulf. amp. 50 mg./cc 
sulf. HT, 8 mg. 
sulf. HT, 10 mg. 
sulf. HT. 15 mg. 
Opium Tincture 
Papaverine HC] amp. 65 mg./2cc 
HCl tab. 0.1 Gm. 




















































































































1/F igures taken from perpetual inventory record of narcotics in pharmacy. 





REMARKS: (Appreciable Increases to individual wards or clintes, or any continuous or unusually large-quant!ty presertbing 
should be noted.) 3 
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EMERGENCY TRANSFER OF NARCOTICS, HYPNOTICS, WIWES OR SPIRITUOUS LIQUORS 


INSTRUCTIONS: (EMERGENCY USE ONLY during hours Pharmceutical Service is not available). For emergency transfer. 
of Brug and Certificate of Di sposi tion (PuS-1435-2) between Nursing Units. Complete form in dupticate, forward 
original to Pharmacy and attach duplicate to Certiticate of Disposition. : 

Dare Time WORSING UNIT RECEIVING 1 TEM 


PHS-1435-3 
6-53 
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Form 


Cur. Deo (jue. Cian. 0) ome 


(Speci ty) 











TRANSFERRED BY (Signature and Title) 





RECEIVED ay (Signeture and Yitie) 
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the mixture is dispensed in good faith or medicinal pur- 
poses only. 

17. Liniments, ointments and other preparations for ex- 
ternal use, regardless of the amount of narcotic content 
are ‘exempt’ narcotics provided they do not contain Co- 
caine or any of its salts, derivatives or substitutes (or other 
non-exempt drugs such as Dihydromorphinone Hydro- 
chloride (Dilaudid), Spasmalgin, Merperidine (Deme- 
rol), Pantopon, Dihydrocodeinone Tartrate (Hycodan 
Bitartrate), and provided these preparations contain other 
ingredients rendering the preparation unfit for internal 
use. 

18. All registrants under the Harrison Act must renew 
their registrations by July 1 each year (hospitals, physi- 
cians, pharmacists, etc). This is done through the local 
Director of Internal Revenue. 

19. The Narcotic Law does not permit the use of a 
fictitious name upon a prescription. 

20. Practitioner's Records (Article 177) — “All per- 
sons and institutions registered in Class 4 (includes physi- 
cians, dentists and hospitals) shall keep a daily record 
showing the kind and quantity of narcotics dispensed or 
administered, the name and address of each person to 
whom dispensed and the name and address of the person 
upon whose authority and the purpose for which dis- 
pensed or administered”’. 
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21. Prescriptions for narcotic drugs and preparations 
issued by “exempt officials” (see T. D. No. 48, Section 
151 — 95 — Article 95) as such, in the course of official 
medical treatment of persons entitled to such medical 
treatment, shall be prepared on official blanks if such 
blanks are provided, or otherwise on official stationery, and 
shall bear the signature, title, official address and exemp- 
tion identification number of the person by whom ex- 
ecuted — In the case of a person exempt under Section 
151.92 to whom no exemption identification number is 
issued, the prescription shall bear the Corps and Jacket or 
Serial number of the issuing officer. Such prescriptions is- 
sued in the course of official professional practice only and 
otherwise meeting the requirements of the regulations, may 
be filled by a duly registered (under Narcotic Act) phar- 
macist although they do not bear a registry number on the 
issuing prescriptions. This procedure does not apply in 
cases of prescriptions written by an “exempt official” in 
the treatment of his private patients (T.D. No. 48 covers 
Civil Defense officials, officials of Army, Navy, Air Force, 
U. S. Public Health Service, National Guard and Civil 
Service officers of U. S., District of Columbia or any State, 
Territory or insular possession of the United States or any 
county, municipality or other political sub-division). (See 
also page 95, Item “E’’). 
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To: Medical Officer in Charge 
Through: Clinical Director 
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Subject: Narcotic Audit Report — (100 
I certify that on an audit of narcotic inventories was made 
z day BOntE year. . oo A 
and the physical inventories checked against the perpetual inventory records. This audit included: hospi 
hz 
1. A check of the prescriptions and requisitions as to authenticity and correct postings; tp 
2. A check as to the accuracy of the posting procedures; and a th 
3. An actual count of physical stocks and reconciliation with the pharmacy narcotic records. Sot 
Ni 
The following discrepancies were noted; (if none, write none) systen 
1 TEM OVERAGE SHORTAGE | COMMENTS: dans 
conti 
possi: 
ment: 
study 
trols 
statio: 
IT is recommended that a survey be made to determine the reason for the apparently excessive uses roon 
of: (if none, write none) j ceivii 
ITEM WARD OR PATIENT REMARKS: nursi: 
visors 
medi 
inver:' 
note 
SIGNATURE OF AUDITOR term: 
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ing St 
0 wpane 1 
PLEASE PRINT M not u 
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WELFARE—PUBLIC HEALTH SERVICE ~ig fecely 
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pus-1602(W0) : agains 
Rev. 5 — record 
TRANSFER OF CUSTODY OF NARCOTICS AND SPIRITUOUS LIQUORS & 4 (Initials) (onaure of pint, contro 
Checked by R th 
To: Medical Officer in Charge (Ininials) (Tile of presvriver) = rous 
Through: Clinical Director GIVE FULL DIRECTIONS FOR USE ment 
0) Reque t identity and strength of medication on prescription label The 
Subject: Certification, Transfer, and Acceptance of Narcotic, ‘ pac te 
Alcoholic (grain), Wine, and Liquor Inventories coms 
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I, , Chief of the Pharmaceutical deviat 
use of 
Service of this station, attest that the physical inventory and the prepetual invent- the p 
ory record of narcotic, ethyl alcohol, wine, and liquor supplies are in balance, and re | 
Only t 
that the perpetual inventory record is a true and accurate record of activities in be, ' 
the above-mentioned items. Expos 
° Serv. 
A transfer of the above-mentioned inventories is made as of this date to high " 
» my successor. other 
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TRANSFER OF CUSTODY OF 
NARCOTICS AND SPIRITUOUS LIQU 


Signeture 


I certify that I have received from 










the quantities listed in the perpetual inventory records as of this date. I accept 
responsibility for the custody and issuance of these items, as well as for all such 
future supplies received in the pharmacy department in accordance with Public Health 


Service Regulations. 





Signature 


Part I-A Narcotic Control System for the Small 
00 Bed or Less) Hospital 


- A check on the narcotic control systems in use in many 
“hospitals leads one to the conclusion that most institutions 
| do have adequate internal checks or controls on narcotics 
| pharmacy department or drug room?’-wise, but some do 
© not have controls hospital-wise. 

Some institutions in setting up their narcotic control 

| system (which usually is the same as is used for hypnotics, 
“dangerous drugs’, Ethyl Alcohol and spirituous liquor 
controls, seem to forget that a system to be as fool proof as 
possidle must be Aospital-wise system and not a depatt- 
| mental (pharmacy or nursing) system. For example, in 
' studying various systems, we have noted that security con- 
trols and cross checks are often lacking be/ween nursing 
' station medication centers and the pharmacy (or drug 
room). We have noted in some instances, pharmacies re- 
ceiving prescriptions and requisitions for narcotics for 
nursing station medication centers where nursing super- 
visors checked inventories and usages on nursing station 
medication centers against the nursing station’s perpetual 
inventory record. However, and this is important, we 
note’ that ”o checks were made, or were possible to de- 
termine that the narcotic actually received at a nursing sta- 
tion medication center was properly logged into the nurs- 
ing station narcotic record; or if properly logged in and 
not used, that the medication was not misappropriated by 
a deviator. For example, a nurse under such systems could 
requisition a narcotic, the pharmacist would deliver the 
narcotic and receive a signed receipt from the nurse. His 
department was then ‘protected’, “cleared” — but no 
checks were made on the item by the pharmacist to as- 
certain that the narcotic was properly logged into the nurs- 
ing station record in correct amount or was used or is “on 
hand” at the nursing station and that the physical inven- 
tory balances with the perpetual inventory. 

Similarly, narcotics received into the pharmacy from the 
receiving or purchasing agent, are received by the pharma- 
cist who signs a statement as to having received the mate- 
tial from the purchasing or receiving official. But again, no 
audit is made of the purchases of the purchasing official 
against delivery to the pharmacy or of the pharmacist’s 
records against the receiving clerk. Obviously, unless a 
control system covers all departments in the hospital 
through which the drug flows and the flow from depart- 
ment to department, that system is far from “fool proof”’. 

The system here presented in form fashion provides a 
“complete hospital-wise’’ control over a drug; a system, 
we believe, as fool proof as can be devised. Obviously, a 
deviator can ‘‘beat’’ any system, by such techniques as the 

use of placebos, non-administration but recording as used 
the prescribed drugs; extraction and dilution of the nar- 
cotic liquid in a multiple dose vial and other techniques 

Only too well known to the health professional (pharma- 
| Gist, physician and nurse and hospital attendant) addict. 
Exposure in such instance can be made only by the ob- 
_ Servant physician, nurse or pharmacist who spots unusual 
high usage rates, lack of patient response to drug, and 
other signs requiring investigation. 

The system discussed here places responsibility on one 
Pétson, the pharmacist, if there be one; if not, usually a 

lutse in an administrative position, for the proper security 
and control of narcotics throughout the hospital. 

_ Before presenting the “forms’’ used in the system, let 
“8S note the objectives of any sound perpetual inventory 
Contro! system of this character: 


“Drug Room being the term used to indicate place of drug is- 
Suance in hospital or clinic where a pharmacist is not employed. 


FIRST — One seeks accurate information as to usage 
rates and inventory status. 

SECOND — One seeks control at all stages of distri- 
bution in the hospital, that is (a) purchasing and receiving 
office, (b) pharmacy or drug room and (c) nursing sta- 
tions and (d) flow of drugs between these areas. 

THIRD — An adequate internal check system in addi- 
tion to the above, should (a) immediately spot unusual 
usage in any area, (b) furnish a check on requisitioning, 
purchasing, receiving, storage and pharmacy and nursing 
services by individuals not members of the department be- 
ing audited. 

The complete system is simple. It involves the use of but 
eight forms: 


1. A Perpetual Inventory for Pharmacy or Drug Room 
Stores Form. (See Exhibit Four) 


. A Perpetual Inventory for Pharmacy or Drug Room 
Active Stock Form (See Exhibit Three) 

. (a) Narcotic Requisition form (See Exhibit One, 
Part I) 

(b) Certificate of Disposition form (See Exhibit 
One, Part II) 

(c) Receipt for Certificate of Disposition form 
(See Exhibit One, Part III) 

(d) Eight Hour Nursing Audit form (See Exhibit 
Two) 

4. Prescription Form (See Exhibit Eight) 

. Emergency Nursing Station Transfer of Narcotics 
form (See Exhibit Five) 

. Monthly Narcotic Audit Report to Administrator by 
Pharmacist or Narcotic Official form (See Exhibit 
Six) 

. Semi-Annual Narcotic Audit of Pharmacist or Nar- 
cotic Official form (See Exhibit Seven) 

. Transfer form — Pharmacy Department (See Ex- 
hibit Nine) 


The forms are illustrated as Exhibits presented at the 
end of this paper. In the preceding paragraph they are 
numbered one through eight in sequence of use to show 
their proper place in the system. A study of these forms 
will indicate the simplicity of the system without further 
explanation other than to state that in establishing ‘‘audits”’ 
or “periodic checks’, the administrator insist (1) that the 
purchasing or receiving agent log all incoming narcotics 
with a counter signature of the pharmacist; (2) that the 
pharmacist check the purchasing agent and/or receiving 
clerk’s records against his (the pharmacist’s) receipt rec- 
ords and against the hospital’s official Harrison order form 
blanks; (3) that the pharmacist check all nursing station 
narcotic inventories periodically against his record of out- 
standing certificates of disposition, (those not returned 
from nursing stations) and (4) that a periodic audit of 
pharmacy narcotics be made by a medical representative of 
the administrative office such as the clinical director or his 
assistant. This latter point involves a check on two separate 
inventories and usage files — inpatient and outpatient (see 
page 1 — Classes 3 and 4). 

A small hospital of 100 beds or less with no outpatient 
department will normally inventory narcotic drugs in low 
volume and administer narcotics from but two or three 
nursing stations. In such a situation, the system is con- 
tracted to the extent of (1) non-use of the form — “Per- 
petual Inventory on Pharmacy or Drug Room Stores” and 
(2) fewer Perpetual Inventory for Pharmacy or Drug 
Room Active Stock forms in use, inasmuch as fewer nurs- 
ing station medication centers need to be serviced, other- 
wise the system remains the same. . 
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Summary... 


The responsibilities placed upon the hospital using nar- 
cotics, include those of close supervision, security, control 
and proper use of the drugs. 

The system presented consisting of eight (8) forms 
covers the flow of controlled drugs from the point of 
requisition, purchase and actual arrival at the hospital 
through to its ultimate destination, that is, its actual ad- 
ministration to the impatient or the release of the drug 
via prescription to the individual outpatient. 

One notes in particular that this system of control pro- 
vides checks as the drug transfers from department to 
department (purchasing to receiving, receiving to phar- 
macy or drug room, pharmacy or drug room to nursing 
station medication center or individual outpatient) within 
the hospital. 

Hospitals establishing hospital-wise check and security 
systems for narcotics leave themselves less vulnerable to 
mismanagement charges in the event of disappearance 
of narcotic drugs by deviators. 

This paper embraces an attempt to bring under one 
article, the many points asked of practitioners of phar- 
macy by their hospital, medical and allied health col- 
leagues. Suggestions for subsequent revisions of this 
paper will be most appreciated. 





The ubiquitous microbe 
“.. capable of producing @ 
lesions virtually anywhere * 
@ on the body surface. ... 
@ At times it seems as if every 
@ Staphylococcus is different.”! 
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now improved control of the 


ubiquitous 


Staph. with new 


MATROMYCIN 


BRAND OF OLEANDOMYCIN 


for the common bacterial infections that you treat 
with antibiotics other than broad spectrum... 
clinical success even in cases of antibiotic-resistant 
staphylococci 


@ no predictable cross resistance with penicil- 
lin, erythromycin, streptomycin, tetracycline, 
oxytetracycline and chlortetracycline 


‘ resistance to Matromycin itself does not read- 
ily occur and emerges slowly and in adaptive 


MAY, :957 


fashion, as shown by experiments with various 
strains of M. pyogenes (clinical isolates)’ 


@ outstandingly safe and well tolerated 


Available in 250 mg. capsules, bottles of 16 


references: 1. McDermott, W.: Ann. New York Acad. Sc. 65:59 (Aug. 31) 
1956. 2. Noyes, H.E.; Nagle, S.C., Jr.; Sanford, J. P., and Robbins, M. L.: 
Antibiotics & Chemother. 6:450 (July) 1956. 


PFIZER LABORATORIES, Brooklyn 6, N.Y. 
Division, Chas. Pfizer & Co., Inc. 


World leader in antibiotic development and production 


For more information, use postcard on page 145 107 
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Medical Records in the Small Hospital 


Basic requirements for a well run 
medical records department 


by Betty McNabb, C.F.L. 


Then, if the administrator will 


Part Il 


4. Enough clerical and mechan- 





This is the second part of a two 
part article. Part I appeared in the 
April issue. 


® THE GREATEST FRUSTRATION of my 
career as a consultant is to go into a 
hospital, knock myself out studying, 
analyzing, talking with administra- 
tion, MRL, staff, nursing, lab, and 
x-ray; write a detailed critique and 
report, invite the girl over to my 
hospital for a week or two, agonize 
over teaching her and trying to do 
my own job at the same time—and 
then go back to her hospital in a 
month to see how she’s doin’— 

And find she ain’t done nuttin’. 

She simply (1) hasn’t had time— 
the accounts and the administrator 
and admissions and so forth and so 
forth, or as the King of Siam put it 
“etcetra, etcetra, etcetra,” have kept 
her too busy; and (2) the doctors 
will not do progress notes, prompt 
histories and physicals, or use 
SNDO, and (3), the administrator 
doesn’t dare buck the staff—in 
short, 

What’s the use? The analysis is 
blank, the monthly reports are 
guess-work, the charts are useless 
to doctor, patient, and research, the 
insurance people are exasperated, 
the indexes are a shambles, and the 
would-be MRL is a:frustrated Girl 
Friday. 

This can be avoided if board and 
administrator have the courage of 
their convictions and will work with 
the staff in establishing practical 
rules and regulations, or, if neces- 
sary face said staff down with the 
fact that patient welfare, which in- 
cludes a useful medical record, is 
the responsibility of the hospital 
authority to its community, and 
proper records, which should be the 
function of a conscientious staff, can 
be demanded by a conscientious 
board. 
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look the medical records problem 
in the eye and employ an MRL, 
either full-fledged or neophyte, and 
let her be an MRL, he will find the 
path to accreditation much smooth- 
er. 

Many an administrator has no 
real idea what goes on in a medrec 
department, or what basic require- 
ments there are for the medical 
records which roll into the office in 
such a never-ending stream. From 
the smallest to the largest hospital, 
procedures vary to suit the situ- 
ation, but basically, the same re- 
quirements must be met. It has been 
interesting to me to see the similar-~ 
ity among departments run along 
the lines set-up by Commission and 
AAMRL, be these departments in 
Portland, Oregon, or Boston, Mas- 
sachusetts. : 

You will find the following basic 
requirements which draw the com- 
plete picture of medical records: 

1. A staff which is cognizant of 
the value of medical records, 
and willing to sacrifice enough 
time to write or dictate them, 
and also willing to discipline 
itself in by-laws and regula- 
tions so that the procrastina- 
tor and the back-slider can 
not have too much leeway. 

2. A staff minute book kept up to 
date and indexed, and con- 
taining by-laws, signatures of 
the staff, roster, minutes of 
committee and staff meetings, 
case reports, statistical analy- 
ses of hospital service and 
adjunct departments, and 
relevant correspondence. 

3. A record room which is well 
equipped and modern physi- 
cally, and provides a place 
where personnel can work 
comfortably, rapidly, and effi- 
ciently. 


ical assistance so that doctors’ 
chart-work can be expedited. 
It is their obligation to do 
good records, but the hospital 
ought to help out all it can. 


5. A medical record staff capable 


of: 

a. Evaluating the medical rec- 
ord within the frame of refer- 
ence of a lay person, even a 
para medical one, so that de- 
linquent records quantitative- 
ly can be returned to the 
responsible physician, and 
corrected. This does not mean 
that the MRL analyzes the 
chart qualitatively, but if she 
is an _ intelligent individual 
with some experience, she 
will soon spot deficiencies 
which she can tactfully point 
out to the staff. 

b. Keeping the daily analysis 
complete and correct, and 
transferring her amalgamated 
statistics at the end of the 
month to the proper report 
forms, or the suitable annual 
report forms for outside agen- 
cies. 

c. Assisting in the preparation 
of material for staff and «om- 
mittee meetings and sta‘ re- 
search. 

d. Recognizing the lega: im- 
plications of various reciiests 
for information and har ling 
them in a tactful and ex >edi- 
tious manner. 

e. Keeping the four rec :ired 
indexes, patients’, do: ‘ors’, 
diseases, and operations, 'p to 
date, available, and com lete. 
This of course include: the 
use of Standard Nomccla- 
ture. 

f. Adaptability and flexivility 
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enough to keep learning, to 
apply new practices where 
they appear practical, and to 
accept the ups and downs of 
dealing with a very unique 
group—the medical staff, than 
whom there are no uniquer! 
g. Basic knowledges of filing, 
indexing, typing, use of the 
English language, the English 
dictionary, the medical dic- 
tionary, and common sense. 
h. Diplomacy, humor, persist- 
ence, enthusiasm, and cour- 
age. 

The “how” of doing medical rec- 
ords can be found in Mrs. Huff- 
man’s manual, or, if the hospital is 
a small one, in mine. Neither of us 
claims that our way is the only way. 
It is just one of five ways—your 
way, my way, the wrong way, the 
right way, and the other way. But 
we do attempt to simplify, instruct, 
and make it easier for the new- 
comer, or more standard for the 
old-timer who, confined to the 
far corners of the country, has not 
been able to keep abreast of what 
is going on in our rapidly growing 
and changing profession. 


Keep Administrators Informed 


By a program of public informa- 
tion, in which the MRL lest her 
administrators know what she can 
do for them, by keeping herself 
constantly abreast of advances in 
her profession, by making herself 
the friendliest and most helpful and 
most tactful person her doctors 
have ever known, by asking for 
help when she needs it and going 
to where it can be had, even if she 
does it at her own expense. She can 
make the title, Medical Record Li- 
brarian, that of a person highly 
respected in the hospital world, and 
not only respected and needed and 
wanted, but indispensable. 

She can give your hospital the 
edge that it needs for accreditation 
—but it is more than a job, it is a 
mission, and one which in service 
to the patient and to the commu- 


nity, is unmatched. Sometimes I say © 


that the intangible rewards of serv- 
ice can not be used to pay the rent, 
nevertheless you will find that 
MRLs stick with their professions 
year after year. It is a most reward- 
ing profession. 5 
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Alpha Delta Mu Expands 


™ CARL T. HEINZE, national president 
of Alpha Delta Mu, the professional 
fraternity of hospital administraticn 
announced formation of the Beia 
Chapter at Iowa University. 

Officers of the new chapter are: 
President, David E. Simmons; Vic<- 
president, Robert K. Eisleben; anc 
Secretary-treasurer, Floyd A. Pa 
rick. 

In addition are the followiig 
members: Edward J. Miller, Jerzy 
A. Thaden, Leroy W. Busby, Robe» 
H. Larson, Charles R. Linden, Jerzy 
E. Pooley, Paul H. Roper and 
Frederick J. Zint. 


National Association of Methodist 
Hospitals and Homes 

™® THE NATIONAL ASSOCIATION of 
Methodist Hospitals and Homes * 
elected Ralph Hueston of Chicago 
Wesley Memorial Hospital presi- 
dent during the association’s annual 
convention at the Palmer House in 
Chicago. Approximately 200 insti- 
tutions affiliated with the Method- 
ist Church are members of the as- 
sociation. 
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Bill Collecting Is Important But— 


Hospitals should take a practical, business-like approach to patients with 
limited resources. Here are some good suggestions on how to collect 


by Ralph B. Bryan 


® A GOOD HOSPITAL administrator is 
neither by instinct nor by training 
a good bill collector—yet bill col- 
lecting is a very necessary and im- 
portant part of his job. The financial 
health of a modern hospital is as 
important as the building in which 
it is maintained and the equipment 
with which it serves the community. 

Thanks to Blue Cross and health 
insurance plans, bill collecting is 
less of a burden to the hospital 
administration than it was. But the 
percentage of patients who lack 
such pre-paid protection is still 
substantial. The balance of any hos- 
pital bill not covered by Blue Cross 
or insurance may be considerable. 

The subject of collecting hospital 
bills is a tender one. It involves 
many aspects not common to col- 
lection of other types of obligations; 
chiefly, normal sympathies for those 
in sudden and expensive distress 
because of illness, and the constant 
need for maintaining friendly and 
mutually respectful relations be- 
tween hospital, patient, and com- 
munity at large. 

Operating a modern hospital is 
expensive business and someone 
must meet that expense. At the 
same time, the sick must be cared 
for and not over-burdened finan- 
cially in the process. How? 

Indigent patients can be referred 
to city or county hospitals, where 
they will be given good care and 
incur little or no financial obliga- 
tion; still others may be safely 
transferred to such tax-supported 
institutions after initial treatment 
in a private hospital. 

In either case, the patient has 
received the care he needs without 





Mr. Bryan is night editor of the Lloyd 
Hollister newspapers in Wilmette, Illinois. 
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the strain of excessive financial 
worry which may be a vital factor 
in his recovery. 

For those patients who cannot. 
properly be referred or transferred 
to tax-supported institutions, but 
who are unable to pay for their 
care in a private hospital, most hos- 
pitals maintain free or part-pay 
services, underwritten by contribu- 
tions from the community. 


Administrator Must Collect 


In any case, the administrator has 
a definite responsibility to the hos- 
pital and the community to make 
sure that proper bills are paid and 
that free or part-free services are 
used only by those entitled to them 
within the limitations of their fi- 
nances and the intent of the con- 
tributors who make those services 
possible. 

The big collection problem, how- 
ever, is in the case of patients who 
normally are financially responsible, 
but who are staggered by the cost 
of sudden illness and hospitalization. 
Bills running to hundreds and thou- 
sands of dollars may be quickly in- 
curred when illness strikes. Such 
bills can wreck the budget of the 
average family. They can wipe out 
average savings in a hurry. 

Lack of provision for financing 
medical and hospital emergencies 
does not always indicate lack of 
foresight or capable personal fi- 
nancing. Yet those who are most 
seriously affected in this situation 
are usually those to whom a hos- 
pital is not justified in providing 
free or part-free service, nor for 
whom the administrator should 
write off the bill. 

One hundred percent collection of 
hospital bills may be wishful think- 


ing, but certainly it is possible, 
practical, and urgent that a far 
greater percentage of hospital bills 
be collected in full than is now the 
case, and that this be accomplished 
efficently and considerately without 
the fumbling and bad feeling com- 
mon to many of the collection 
transactions in which hospitals are 
now involved. 


Clarify Responsibility of Patient 


A clear understanding of payment 
arrangements should be made with 
patient or family when the patient 
is admitted. Too many hospitals 
do not do this unless the financial 
responsibility of the patient or the 
family is obviously questionable. If 
such an understanding is not feas- 
ible at the time of admittance, be- 
cause of the patient’s condition, it 
should be reached as soon as physi- 
cal and emotional factors are re- 
lieved. 

Payment of the hospital _ bill 
should be considered on exactly the 
same basis as any other financial 
transaction. That is, on the size of 
the bill, ability of the patient to »ay 
in full or in part on discharge, 2nd 
a definite arrangement for liquic at- 
ing of any unpaid balance in an 
orderly manner. 

Too many hospitals are unre?’ is- 
tic in their collection proced:re. 
Too many hospitals make ener:ies 
by cracking the whip of the Dill 
over the patient’s head as he shski- 
ly makes his way out of the cor, 
or, if this fails, they base collec ion 
efforts later on a lump sum piy- 
ment of the account. The fact -hat 
they often compromise the amcunt 
of the bill is beside the quest-on; 
this is often done when it shouicin’t 
be. 

The hospital needs to colleci its 
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L. your present oxygen therapy is a liability, LINDE can help you make it self- 
supporting—even an asset. With more than 25 years of experience in the hospital 
field, LINDE has shown hundreds of hospitals how to bring paying efficiency to 
oxygen administration. 


1. A LINDE specialist studies the conditions under which oxygen is ad- 
ministered in a hospital. 

2. He makes recommendations for correcting any faulty practices that 
are found and assists in carrying out these recommendations. 

3. He works with the business office to establish a system of charges for 
oxygen therapy that are fair to both the patient and the hospital. 


To start the ball rolling in your hospital, just call your LINDE distributor, or write 
your nearest LINDE office. 





Does OXYGEN THERAPY support itself in your hospital? 


LINDE AIR PRODUCTS COMPANY ) 
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bills so that it in turn may pay 
its bills so that it may continue to 
serve the welfare of the community. 
The patient or his family may be 
in a position to meet the responsi- 
bility of the obligation, though not 
always in a lump payment. 

The patient’s difficulty is that, 
well again, he must pay the butcher 
and the baker, who are first in line 
because the patient and his family 
have to eat. The awesome total of 
the hospital and doctor bills result 
in an over-delayed settlement, when 
usually they could be reasonably 
liquidated within the normal family 
budget. 

When payment is not made, the 
administrator must perforce become 
a bill collector, and in this role he 
has several recourses. 

He can dun the debtor for the 
full amount, frequently without too 
much success. 

He can place the bill in the hands 
of a collection agency and may get 
all, or part, of his money in drib- 
blings. 

He can take legal steps to col- 
lect, which often cost more than 
they produce. 


Work Out Payment Program 


The wiser course is usually to 
work out with the debtor a busi- 
nesslike program of payment that 
will liquidate the account within 
the patient’s actual ability to pay, 
exactly as most other forms of con- 
sumer credit are managed. 

The practice of insisting upon a 
short term note covering the bill 
at the time of the patient’s discharge 
is usually not the most practical 
procedure. If the debtor cannot 
meet a large short term note when 
due, his tendency may be to pay 
nothing at that time, waiting for 
some future date when he can pay 
the bill in full. Such dalliance helps 
no one. 

Instead of a short term note for 
the full amount of the bill, it is 
better to take an installment note 
setting forth dates and amounts 
payable. The hospital has a reason- 
able right and a practical expecta- 
tion to collect payments as due. If 
payments are slow, or delinquent, 
the situation should be promptly 
investigated. It can accept whatever 
explanation is given and extend 
payments, or can reject it and de- 
mand payments on time as agreed 
—just as any other creditor. 

The administrator can go still 
further in this direction, and help 
the hospital as well as the debtor. 

In many cases, it has been shown 
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that failure to pay hospital bills 
fully is caused by the size of the bill 
itself, rather than actual inability 
or unwillingness to pay. This should 
be taken into consideration when 
arranging credit or attempting col- 
lection. 


Survey Resources 


If the administrator believes that 
the patient is over-burdened with 
obligations, or assuming new obli- 
gations before liquidating his hos- 
pital bill, he should refer him to 
some agency that will ascertain the 
true condition of the patient’s fi- 
nances, and help him solve his debt 
problems. There:is nothing altruis- 
tic about this; it is good business 
because it speeds collection of a 
delinquent bill. 

Here are some of the avenues of 
relief open to any over-indebted 
person that should be understood by 
the hospital administrator and 
should be considered integral in his 
collection program as in all forms 
of consumer credit. Here are some 
of those avenues to which the pa- 
tient may be referred: 

CASH LOANS: Outstanding 
debts can be consolidated and a 
cash loan obtained to pay them off. 
Cost of such a loan may be too 
high. The combined total of the pa- 
tient’s debts also may be too large 
to be covered by a loan when the 
hospital bill is added. 

LABOR UNIONS: Many labor 
unions can help an over-indebted 
member, and often have programs 
of assistance. 

WELFARE AGENCIES: In most 
cases, the patient owing the bill is 
not indigent or insolvent, and there- 
fore not an acceptable case for wel- 
fare agencies. Some agencies, in 
some areas, will provide counselling 
service of a sort for over-indebted 
persons, but to provide complete 
service of this nature requires time 
needed, in most cases, for other 
work of the agency. 

COLLECTION AGENCIES: 
Some collection agencies specializ- 
ing in professional accounts will 
actually try to help solve the prob- 
lems of debtors on their list. They 
ere rare, unfortunately. Generally, 
the agency is interested only in 
collecting by any means and may 
press the case to the point where 
the debtor is forced to seek relief 
in bankruptcy. 


Credit Counsellors 


Millions of dollars are paid an- 
nually to creditors through the of- 





fices of credit counselling services 
for their clients. Many of those bills, 
paid in full, would have to be writ- 
ten off without the assistance of the 
credit counsellor. Wherever reliable 
credit counselling service is avail- 
able in a community, it is worth 
consideration by the hospital ad- 
ministrator. Especially so since 
these services place bills for jro- 
fessional services on the same basis 
as any other obligations, rather ‘han 
putting them at the bottom of the 
list. 

Wherever credit counselling of- 
fices operate, hospital adminisira- 
tors usually have been approached 
to cooperate in a program for a 
debtor. An adjustment may be 
sought if necessary. Most frequent- 
ly it is only asked that consideration 
be given to an equitable program of 
payments that will liquidate the bill 
in full within the limitations of the 
patient’s ability. 

Availability of credit counselling 
service should be investigated by 
the administrator for two reasons. 

1. He should know what the 
service is and how it will help 
him to collect a bill consider- 
ately but satisfactorily. 

2. He should avoid the unsatis- 
factory experiences that some 
administrators have found in 
trying to cooperate with un- 
known credit counsellors. 


Watch Shysters 


While most credit counselling of- 
fices have established an enviable 
record of service, the sharp rise in 
consumer credit and its resulting 
complications have attracted some 
sharp operators to the credit coun- 
selling business. Frequently they 
are in business for a short time in 
an area, and their purpose is just to 
make a “fast buck” on someone's 
misery. 

The record shows that such op- 
erators care little whether bills are 
paid, programs completed, or ciients 
helped so long as they get thei» fee 
first. Reputable counsellors are 
sponsoring legislation in many 
states to control the sharp opera- 
tors, but it is important for the hos- 
pital administrator to know out 
the credit counsellor befor: he 
agrees to cooperate in a proram. 
Otherwise he may neither «lect 
his bill nor help the debtor. 

Credit counselling is basic: iy @ 
service to assist people in the pay- 
ment of debt. It is available at rea- 
sonable cost to the debtor (no cost 
to the creditor) in many cities. 
Service includes setting up a work- 
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able budget for a family, planning 
a program to pay all just bills 
promptly and fairly from family 
income, avoiding bankruptcy, and 
re-establishing credit. 

It is to the advantage of the hos- 
pital administrator in his role of 
bill collector to know what credit 
counselling service is available in 
his area, how it can be used to his 
advantage (at no cost to him), and 
how to determine the value of the 
service for himself and the debtor. 

The American Association of 
Credit Counselling Agencies advises 
both debtors and creditors to in- 
vestigate. 

1. Check the financial standing 
and business reputation of the 
office or individual conducting 
the service. 

2. Check the record of accom- 
plishment for both debtor and 
creditor. If both have not 
benefitted, something is unde- 
sirable. A reputable office will 
have no facts to conceal. 

3. Demand that the debtor be 
given a clear written state- 
ment of all charges and terms 
of the credit counselling serv- 
ice. If too much of the debtor’s 
income goes to the counsellor, 
too little will go to the credi- 
tor. 

4. Establish a complete under- 
standing of what the counsel- 
lor will do to expedite pay- 
ment in full of all just debts 
involved. 

5. Expect that the debtor will get 
a written, detailed budget 
analysis which shows that the 
counsellor’s services are 
needed and warranted. This is 
the basis of a workable pro- 
gram. 

6. Insist that a workable pro- 
gram be completed and pre- 
sented to the creditors before 
any fee is accepted by the 
counsellor. 

7. Expect an honest effort to pre- 
serve good relations between 
the debtor and creditors to 
carry the program through to 
a successful conclusion. 

Credit counselling is worth a try 
by the creditor as well as by the 
debtor, as is proved by the record. 
It won’t work for either if the coun- 
sellor is less reliable than the debt- 
or. It won’t work if the debtor is a 
dead beat. It won’t work if the 
creditors will not reasonably coop- 
erate. The reason why it does work 
so often and so well is that most 
counsellors are reliable; most debt- 
ors are honorable; and most credi- 
tors are reasonable. © 


118 For more information, use postcard on page 145 


VA Minimizes Paper Work 


® PAPER WORK will be cut for vet- 
eran-patients with _ service-con- 
nected disabilities that require 
long-term outpatient treatment, and 
for the “home town” doctors who 
treat them under Veterans Admin- 
istration authorization. 

The new system of sharply re- 
duced billings and forms went into 
effect January 1, 1957 in most areas. 

In eight states — California, Col- 
orado, Michigan, North Carolina, 
Oregon, South Dakota, Washington, 
and Wisconsin — and in Hawaii the 
effective date will be July 1, 1957. 

The simplified method involves 
individually selected long-term pa- 
tients and their doctors. 

About 40,000 doctors and 637,000 
veterans are participating in the 
program. 

Specific changes to be made un- 
der the new system are: 


1. Doctors caring for the selected 
chronic patients will receive au- 
thorization from VA to continue 
treatment for periods up to one 
year, instead of having to submit a 
monthly request to continue treat- 
ment as at present. 


2. These doctors may submit re- 
ports to VA on the medical condi- 
tion of patients at the end of three 
months instead of each month as at 
present. By cutting down on the 
frequency of reports, VA _ hopes 
doctors will have time to describe 
the medical condition of patients 
more fully. 


3. These doctors may submit their 
monthly bills to a VA _ regional 
office on the individual doctor's 
letterhead stationery instead of on 
VA forms. 


4. Certain veterans in the home- 
town program who must travel to 
cities near their homes to visit 
medical specialists will receive 
travel authorization to cover the 
entire authorized treatment period 
instead of monthly travel author- 
ization as at present. 

Monthly paper work for chronic 
veteran-patients has become a bur- 
den to busy doctors pressed by 4 
load of medical work and the neces- 
sity of making out-of-town trips. 

Delay by doctors in submitting 
requests to continue treatment has 
resulted in some cases in delay in 
issuance of travel authorization for 
veteran-patients and in occasional 
loss of payment by the doctor until 
a new authorization for treatment 
could be issued by VA. 5 
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Waltonals De luxe adding machine... 





























Live keyboard’ with keytouch adjustable to each operator! 





Saves up to 50% hand motion—and 
effort! Never before have so many time- 
and-effort-saving features been placed 
on an adding machine. 


Every key operates the motor — so 
you can now forget the motor bar. No 
more back-and-forth hand motion from 
keys to motor bar. 


Keys are instantly adjustable to each 
operator’s touch! No wonder operators 
are so enthusiastic about it. They do 
their work faster with up to 50% less 


effort. New operating advantages, quiet- 
ness, beauty! 

“Live” Keyboard with Adjustable 
Keytouch plus 8 other time-saving fea- 
tures combined only on the National 
Adding Machine: Automatic Clear Sig- 
nal . . . Subtractions in red . . . Auto- 
matic Credit Balance in red . . . Auto- 
matic space-up of tape when total prints 
... Large Answer Dials . . . Easy-touch 
Key Action . . . Full-Visible Keyboard 
with Automatic Ciphers .. . Rugged-Duty 
Construction. 


THE NATIONAL CASH REGISTER COMPANY, parton 9, on10 
989 OFFICES IN 94 COUNTRIES 
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For more information, use postcard ow page 145 





A National Adding Machine pays 
for itself with the time-and-effort 
it saves, then continues savings as 
yearly profit. One hour a day saved 
with this new National will, in the 
average office, repay 100% a year 
on the invest- 
ment. See a 
demonstration, 
today, on your 
own work. 


al celherecice nis: 








|} TRADE MARK REG. U. 8. PAT. OF 








11a 


Building — Housekeeping 








wo 








AN, 



































































































































Power Supply 
J)1»- 49 Pair Terminal 
' Junction Bax 
us¥v Junction Bos : 
| ' 
sc Q 
100 Watt ! = ' 
+t + Blood 
HTS | Bane 
Secondary 24)108 6 | c iE [aI on 
' #, i Chua» 
Voltage’ AT 
' 
Audible Alarm if desired ' ' 
Ye L----—-—== < 5 eames |’ 3 
Tc wie | To Increase Actuater 
49 Visible - Voltage 
Indicators | Use this 
Panel ; ~ 
“2 \| © | Connection &GEND meme 
f \ Se wg Gait 
. \ 1 | SCHEMATIC WIRING OF REMOTE CONTROL PANEL Button 
i ‘ a J8 1. The junction boxes should be located ot convenient ploces through- 
' = Ta, | out the distribution system for the convenience of the mointenonce 
! 
la» ! @ 1 : worker to add to or to remove run-out circuits. i 
\ ! ' 2. Pressure activotors, temperature activators, electric relays of various a i 
QW @® 4 i seiisea'ao8 lgelis tesa nutans ion On sea ‘i H L Boiler. 
: 1s e. 3. Audible alorms such os bells, buzzers or horns of pulsating or other Wate 
\ ( 1 1 types ore adoptable to the system os desired Warning 
\ i} ! ' 4.“ Indicating ponel may be home-mode or bought on the commerciol @) 
morket. They may be as simple or os complicated os neede 
vy 
1 i i 5. Transformers for various wottoges ore cvailoble ct dare 
. 1 Experience has shown that secondary voltoge to supply the indico- 
10 Watt ve. Ganson the push Neachgas udties on 8 Vetta Ete. 
20 ohms ' i 6. Incandescent bulbs were used in this system with testing circuit 
. H i in order to test them at their source for operotion. This has proven 
' 1 to be very satisfactory. 
WS] ad Siwi—t 7. Where common ground is used the wire size should be ot least 14 
— - gouge copper. All other circuits may be 22 or 26 gouge copper. 
~~ - Where individual grounds ore used for long individual circuits 22 
o ‘g or 26 gouge is sufficient. Though some circuits may be long enough 
n osm ee 4, —with voltage drop being enough that resistors will not be neces- 
i f ith the indicator bulb. Th be proven with the 
a AT Resistor op Determin- ciel end ener trothed ‘sing @ voll ouler an various cutelt, We 
Each Circutt have been able to use remote stotions os for eway os 600-700 feet 
49 Test Buttons + tt 3 ed by. aad pangs gouge wires witha? patio below voltage necessary to octi- “REMOTE CONTROL PANEL 
ee ae eS ee eee Obtain 16 Volts on vote the indicating bulbs. 26 gouge wor surplus ste! telephone 
7 1 ire has also been used though there is o lorge resistant drop in 
Matruncrion lndicating Bull, Si chee ad dees nan doe bs cos Sooo ScHematic Wiring 




















InprcatinG PANEL 














DRAWN BY ~ FR 
JOHN H Rosi son} No.1 





Practicing Planned Preventive 
Maintenance With the Aid of a 


Remote Control Panel 


by H. Belton Gibson M.S.H.A. 


This is the third part of a three part 
article. Parts I and II appeared in 
the March and April issues. 


® THE METHOD for carrying out a 
malfunction which appears on the 
remote control panel is handled as 
follows: 
The malfunction is visibly and 
audibly given on the control 
panel. The shift operator gets the 
signal from the panel board de- 
termines what has happened. A 


120 


Part Ill 


maintenance man is dispatched 
immediately to correct the mal- 
function. If it is something which 
cannot be taken care of immedi- 
ately the shift operator makes a 
written report and the chief 
engineer takes over and gives 
out the various trade assign- 
ments needed to correct the mal- 
function. 


Typical malfunctions before and 


after the remote control panel was 


put into operation are explained 
below. 


Typical Malfunction Before Pan- 
el Was Installed: 

A common complaint from su- 
pervisors in the storeroom and 
the kitchen kept coming into the 
chief engineer’s office of varying 
degrees of temperatures in the 
walk-in refrigeration boxes lo- 
cated in the storeroom and in the 
kitchen. A refrigeration man 
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Today, even buildings with but 2,000 to 15,000 sq. ft. of floor space 
can reap the labor- saving, cost- reducing benefits of combination- 
machine - scrubbing. Here’s a Combination Scrubber -Vac, Model 
418P at left, that’s specially designed for such buildings. This 
Scrubber-Vac, which has an 18-inch brush ring, cleans floors in 
approximately one-third the time required with a conventional 
18-inch machine and separate vac unit. 








Model 418P applies the cleanser, scrubs, and picks up (damp-dries 

the floor) — all in one operation! Maintenance men like the con- 

venience of working with this single unit . . . the thoroughness with 

which it cleans . . . and the features that make the machine simple 
to operate. It’s self-propelled, and has a positive clutch. 
There are no switches to set for fast or slow—slight pres- 
sure of the hand on clutch lever adjusts speed to desired 
rate. The powerful vac performs efficiently and quietly. 
Compactly built, the 418P also serves advantageously in 
larger buildings for the care of floors in narrow aisles and 
congested areas. 





Finnell makes Scrubber-Vac Machines for small, vast, and intermediate 
operations, and in self-powered as well as electric models. From this 
complete line, you can choose the size and model that’s exactly right 
for your job (no need to over-buy or under-buy). It’s also good to know 
that you can lease or purchase a Scrubber-Vac, and that there’s a Finnell 
man nearby to help train your maintenance operators in the proper use 
of the machine and to make periodic check-ups. For demonstration, 
consultation, or literature, phone or write nearest Finnell Branch or 
Finnell System, Inc., 2705 East Street, Elkhart, Indiana. Branch Offices 
in all principal cities of the United States and Canada. 


... Also can be used 
for dry work — steel- 


wooling, et cetera (Powder Dispenser 
is an accessory) 


BRANCHES 


FINNELL SYSTEM, INC. See is 


PRINCIPAL 
Originators of Power Scrubbing and Polishing THachines rfabali 
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made several checks with a re- 
cording thermometer and found 
rising temperatures were re- 
corded throughout the day. 
However, none of the refrigera- 
tion machinery showed any me- 
chanical failure. Personnel work- 
ing in the storeroom and in the 
kitchen denied keeping the walk- 
in boxes open for any great 
length of time. The case of rising 
temperatures in the refrigeration 
boxes remained unsolved. 


Typical Malfunction After Re- 
mote Control Panel Was In- 
stalled: Signals come in on the 
control panel of a rise in temper- 
ature in the walk-in refrigera- 
tion boxes. A trouble shooter is 
dispatched immediately to inves- 
tigate and finds an_ unskilled 
worker inside the box with the 
door open and the refrigerator 
fan cut off, while he loads sup- 
plies into the box. The case of 
the rising temperature in the 
walk-in boxes is now solved. De- 
partment heads are informed of 
the situation and the rising tem- 
peratures cease. This case can be 
classified as a minor incident, 
nevertheless, aggravated person- 
nel relationships which existed 
previously have since ceased, 


Two other illustrations showing 


how a remote control panel helps 


in practicing planned preventive 


maintenance follow: 


The malfunction panel signal in- 
dicated the water was nearing 
the freezing point on the air con- 
ditioning low temperature chiller 
water control. A trouble shooter 
was sent to investigate and found 
a definite failure of the chiller 
temperature control. Results: A 
savings of many hundreds of 
dollars in preventing chiller 
tubes freezing; also, the incon- 
venience of being without air 
conditioning for a period of time 
was avoided. Without the indica- 
-tion of malfunction on the re- 
mote control panel, we would 
have suffered the consequences. 


The 7% ton flake ice machine, 
which is the main supply, always 
seemed incapable of supplying 
the demand for ice. The man re- 
sponsible for the machine was 
failing to leave it turned on in 
order for it to run continuously. 
The flake ice machine was con- 
nected to the remote control 
panel with the malfunction sig- 
nal indicating when the machine 
is off. Now when this signal 
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9. The temperature control for the air conditioning chiller. 


lights up the control panel a man 
is dispatched from the engineer’s 
office to turn the machine on 
thus eliminating the chance of 
running out of ice. 


In order to better understand how 
machinery should be connected to a 
centralized remote control panel a 
few suggestions, which might prove 
helpful, are offered. 


In direct expansion refrigeration 
in which cooling is the prime 
factor—the prime factor should 
be the source of control for the 
malfunction. 


In direct systems the transfer 
liquids should be controlled by 
malfunction as well as the prime 


factor. 


For machinery that operates or 
depends on the operation from 
electrical power—the malfunc- 
tion control should be taken from 
its starting source. Illustration: 
A direct driven cooling tower 
fan. 


Units that are used infrequently, 
such as ventilating fans, may be 
indicated on the remote control 
panel when they are on in order 
that the operator on duty will get 
the signal and can cut them off. 
This keeps them from running 
for long periods of time when 
their use is not needed. 


The installation of the centralized 


10. The pressure trol.on the air tank (with cover removed). If 

compressors fail, this pressure trol will make contact at 15 P.S.I. 

(pressure pounds per square inch) giving notice of a malfunction 

on the remote control panel. The operating range of the air system 
is 18-24 P.S.I. gauge pressure. 
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Sure, air needs scrubbing too 
... but do it the easy, chemical way—with Hoicomb DSX-11 


One quick spray of DSX-11 and objectionable odors vanish. ‘DSX-11 
is not a masking agent. It destroys unwanted odors at their source, 
leaves the air fresh, clean and pleasant. 


DSX-11 sanitizes the air too! In an instant, it reduces the number of 
air-borne bacteria, helps prevent the spread of germs and infectious 
diseases. : 


DSX-11 is non-flammable . . . won't stain any surface. Available in 
bulk for large-scale use, or the convenient aerosols. 


One spray goes a long way—your Holcomb man can show you how. 
For his name, write: 


mel rote} aalomeoYoil-lananaromm @il-t-laliale mei Gl-te-tar-U i 
J. 1. HOLCOMB MFG. CO.,INC. e¢ 1601 BARTH AVENUE e INDIANAPOLIS, INDIANA 
New York « Dallas * Los Angeles +« Toronto 


For more information, use postcard on page 145 








11. The vacuum trol on the vacuum 
tank. This control will make contact 
at 10 inches of vacuum thus indicat- 
ing a mal-function on the remote 
control panel. Normal operating 
range is 15-24 inches of vacuum. 
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remote control panel used in prac- P * 

ticing planned preventive mainte- :. 

nance in this 400 bed West Tennes- * 

see Tuberculosis Hospital has paid " 

for itself many times—not only in f ; 

the amount of money and the hours * 

of man-power saved—but also in at 

helping to carry on a better and omg 
more efficient job of maintaining 

the building. Rec 

Compared to the monitoring sys- the 
tems found in many industrial 

plants the system described in this i. . 

paper is small, nevertheless, it is a . 
good beginning of better things to 
come in the way of automatic con- 
trols for hospitals. To start on the 
ground level in the use of automat- 
ic controls is wise because from a 
small beginning a hospital can add 

Please turn to page 129 
12. The flake ice machine. 
= i, IS Wt 
F ( 
ts hd | , Lhe 
13. The boiler room of the West 
Tennessee Tuberculosis Hospital in 

Memphis, Tennessee. , 

€ 

M 

ze. 

Eigh 





124 HOSPITAL MANAGEMENT MA 








Food and Dietetics 





Pot and Pan Washing 


by Dennis F. Williamson 


® THE FOOD INDUSTRY has been gen- 
evally slow in recognizing the im- 
portance of good pot and pan wash- 
ing. Usually the flavor of the old 
food soil in the pots and pans is im- 
parted into the foods prepared in 
them, and the natural flavor of the 
food is lost. Clean pots and pans 
are essential to a good food opera- 
tion. 


Reasons for dirty pots and pans and 
their corrective measures: 


1. Poor and inadequate equipment. 
a. Inadequate compartments in 
pot and pan sink. Each sink 
should be equipped with three 
compartments; one for soak- 
ing, one for washing and one 

for rinsing and sanitizing. 

. Compartments too small. The 
soak compartment should be 
large enough to hold the pots 
and pans requiring soaking 
after a normal meal. The wash 
and rinse compartments 
should be large enough to 
hold completely immersed the 
largest size pots normally 
used. 

c. Drain boards too small or no 
drain boards at all. Each sink 
should be equipped with drain 
boards of sufficient size to 
permit proper handling of 
dirty pots and pans, and prop- 
er drainage of clean pots and 
pans while drying. 

.'No overflow pipes in sink. 
Each compartment should be 
equipped with an overflow 
pipe to get rid of grease which 
usually forms on the water 
surface. 

e. No brushes, or old and worn- 
out brushes. An employee 

Mr. Williamson is chief of sanitation, 

Government Services, Inc., Washington, D. 
C. This paper was presented at the Klenzade 
Eighteenth Educational Seminer, 1955. 
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Efficiency and economy in this operation 
are essential to proper food service 


washing pots and pans should 
be supplied with a fiber brush 
for normal scrubbing and a 
wire brush for cutting carbon. 


2. Inadequate lighting and ventila- 


tion. 

Good light for pot and. pan wash- 
ing is essential. Fluorescent 
tube lighting is very satisfac- 
tory when located over the 
sink. Due to the usual hot 


and humid atmosphere around 
the sink, adequate ventilation 
is necessary. 


3. Inadequate hot water supply. 


The soak and wash water should 
be as hot as the hands can 
stand. The rinse water should 
be 180° F. if heat is used for 
sanitizing. When it is not prac- 
tical to use heat for sanitizing 
an approved chemical is satis- 


factory. 





What to do: 
1. Prepare soak, 
compartments 


wash and _ rinse 


. Sort pans. 


. Sérape pots and pans. 


. Soak pots and pans. 
. Scrub pots and pans. 


. Rinse and sanitize pots and pans. 


. Remove pots and pans. 
. Store pots and pans. 
. Change water. 


. Clean pot and pan station. 





The “what to do and how to do it” of pot and pan washing 
How to do it: 


Ti 


Fill each compartment 34 full of hot 
water. Water in soak and wash com- 
partments should be as hot as the 
hands can stand. Water in rinse com- 
partment should be 180° F. if heat 
is used for sanitizing. 

a. In order to determine number of 
gallons of water in each compart- 
ment, measure the length x width x 
depth of water x 0.0043 if sink is 
rectangular or square. 

. Put correct amount of detergent in 
soak and wash compartments. If a 
chemical is used for sanitizing, add 
the recommended amount in rinse 
water. 


. Sort pans by size. 


a. Wash steam table pans separately 
as contact with heavy pans causes 
damage. 

. This entire operation should be con- 
tinuous. Pans of uniform size should 
be washed at one time. Sizes should 
be rotated in sequence. 


. Scrape contents into a disposal unit. 


Use spatula and short handle brush. 


. Drop in one by one until sink is full. 
. Scrub with clean fiber brush inside and 


outside. Use wire brush for carbon. 


. Place one at a time in rinse compart- 


ments. Criss-cross steamer pans. Place 
pans open side up. 


. Remove each pot and pan and place 


inverted on drain board to dry. 


. Store pots and pans on clean rack or 


shelves. 


. Do not add detergent to dirty water. 


Drain sink, clean and add fresh water. 


. At end of operation thoroughly clean 


inside and outside of sink. Clean drain 
boards. 











4. Poor detergent and improper use 
of detergent. 

Cheap detergents have a high pH 
and consequently are very ir- 
ritating to the hands. These 
materials give a washing solu- 
tion with a pH of about 11.0. 
Any solution with a pH of 
over 10.0 is hard on the hands. 
When other materials are 
added to these compounds to 
lower the pH the cleaning 
ability is greatly reduced. By 
using such products the cost 


per pound is cheap, but the 
results are poor. 

It was hard to find a detergent 
which had plenty of cleaning power 
and would not irritate the hands. 
Chemists have developed com- 
pounds which will do heavy clean- 
ing and not irritate the hands if 
used correctly. These detergents 
contain agents which provide good 
emulsification, suspension, disper- 
sion of soil, penetration, wetting ac- 
tion and water softening action. The 
pH of these compounds is low 
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USH STEAKS WITH 
BKITCHEN BOUQUET 


ers and poultry into “charcoal” 
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enough that they will not irritate 
the hands if used in the recom- 
mended strength. The cost of these 
detergents is higher per pound. 
However, the detergent cost of a 
given operation can be cut by as 
much as 50 percent by the use of a 
high quality material. You use much 
less compound. 

In addition to using less com- 
pound the labor cost is reduced, 
skin irritation is eliminated, the life 
of the equipment is lengthened, and 
the food tastes and smells better 
because it has no undesirable off- 
flavors and odors added to it from 
film-covered pots and pans. 


5. Employees poorly trained or not 
trained at all. 

No matter how good your equip- 
ment and detergent, you will 
not get good results if the per- 
son doing the job has not been 
trained. Time spent training 
any employee is well spent. 
So often a person is given the 
job of washing pots and pans 
and all he is told is that there 
is the sink and from then on 
he is treated like the low man 
on a totem pole. He should 
be made to feel that he has 
an important job, and that he 
is a member of a team. A 
good way to train an employee 
is to tell him what to do and 
then show him how to do it 
and explain the reason for do- 
ing it that way. a 





Safety Rules for the Kitchen 


= Horn and Hardart, operators of 
the famed automats, listed seven 
basic rules for safety in its monthly 
employees’ publication in March. 
These bear repeating: 


(a) Handle fragile articles with 
care to avoid breakage. Inspect each 
one before placing it in a rack for 
washing. Discard all broken, 
chipped, and cracked equipment. 


(b) Clean up spilled food or 
liquid immediately. Pick up broken 
dishes, glass, and crockery with 
broom and dustpan to avoid cuts. 
Put the pieces in the container pro- 
vided, never among papers or waste. 


(c) Always test hot water before 
putting your hands in it. 


(d) Before turning on or lighting 


a gas oven burner, leave the door 
open for several minutes to avoid 
explosions. 


1% Minute Cooking Time! DIGESTS QUICKLY, EASILY. 


Gives a quick-energy lift. Easier to digest than any 
other kind of cereal! NEW—Easy-Pouring Spout! 


For more information, use postcard on page 145 HOSPITAL MANAGEMENT 
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(e) Protect your hands from hot 
vessels or hot appliances with a dry 
cloth or special holder. Be alert to 
avoid steam and hot grease. Shut 
off steam before opening the steam- 


er. 

(f) Make all cutting strokes with 
knives away from the body. When 
knives are not in use, arrange them 
in racks, drawers, or boxes. 

(g) Dry your hands, and take 
time and ¢are in handling grinders, 
beaters, slicers, and all power- 
driven appliances. Be sure that 
power is “off” before making ad- 
justments on such appliances.— 
From Trades & Services: Restau- 
rants—Safety News Letter, Chi- 
cago, National Safety Council, 1956. 
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‘Dietitians in Demand’”’ 


§ THE NEW revision of DIETI- 
TIANS IN DEMAND is now availa- 
ble. Its text is considerably broader 
than that of the previous edition, 
providing information most fre- 
quently requested by young people 
who are interested in careers in 
dietetics. 

A single free copy will be supplied 
upon request. Quantity orders can- 
not be filled without charge. Prices: 
5 cents per copy; lots of 50, $2; lots 
of 100, $3. 

Another new item we wish to show 
you is THE STORY OF THE DIE- 
TITIAN IN THE UNITED STATES. 
The first booklet of its kind, it 
traces the role and professional de- 
velopment of the dietitian from the 
last decade of the 19th century to 
the present time. 

This 14-page booklet cannot be pro- 
vided without charge. Enclose 
twenty-five cents for each copy re- 
quested. You may address inquiries 
to Mrs. Thelma Pollen, Public Re- 
lations Director, American Dietetic 
Association, 620 N. Michigan, a 
cago 11, Illinois. 


American Dietetics Association 


& FUNDS TO ESTABLISH two separate 
types of scholarship awards for ad- 
vance study in dietetics have been 
made available to the American 
Dietetics Association by Mead 
Johnson & Company, nutritional 
and pharmaceutical products manu- 
facturer. 

A $5,000 annual grant will be 
used to set up two rotating one- 
year fellowships of $1,000 each for 
graduate study in dietetics, and also 
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six rotating one-year scholarships 
of $500 each for dietetics intern- 
ships. Recipients of both classes of 
scholarships will be selected by the 
Association, which will have com- 
plete charge of administration of the 
grants. 

To qualify for the graduate fel- 
lowships applicants must have been 
accepted for or be actively engaged 
in graduate study in dietetics, have 
the intention and interest to prac- 
tice in the field of dietetics, need 
financial help to complete graduate 
study in dietetics, and show promise 


of success in the field. 

A new graduate in dietetics must 
satisfy these qualifications to re- 
ceive one of the dietetics internship 
awards: must have completed a 
four-year course leading to a bach- 
elor’s degree in Foods and Nutri- 
tional or Institutional Management; 
must be in the upper one-third of 
her class; show promise in the field 
of dietetics; show need for financial 
help, and must have met the aca- 
demic requirements and been ac- 
cepted for an approved internship. 

“ 





NURSES TRAINING CLASS 


“And girls, you will serve nothing 
but flavorful Continental Coffee!” 
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Everyone Enjoys 
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In every walk of life everyone enjoys rich, full-bodied, invigorat- 
ing CONTINENTAL COFFEE. Superb blending of the world’s 
choicest coffees and precise roasting with automatic controls as- 
sure unfailing uniformity. Write today for a FREE trial package. 
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ROYAL CORONA 


AMERICA'S LEADING COFFEE for Restaurants, Hotels and Institutions 
CHICAGO*BROOKLYN-eTOLEDO 
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Continued from page 84 
Members To Get Plans 


Dr. Crosby explained that details 
of the plan would be sent to all 
member hospitals along with charts, 
and that AHA officers and staff 
would go to meetings and discuss 
the proposals. 

Questions were raised as_ to 
whether building costs would con- 
tinue to go up. Charles S. Paxson 
Jr. of Hahnemann Medical College 


and Hospital of Philadelphia, asked, 
“Do we have an adequate hedge on 
future increments so we do not run 
into trouble again?” 

Dr. Madison Brown of the AHA 
staff replied, “The figures are final. 
Unless we come to unfortunate de- 
lays in financing.” 

The Association staff has grown 
from 15 employees in 1937 to 172 
today, including those on special re- 
search projects. The Association has 
received $3,500,000 in outside re- 
search money for annual expendi- 
tures ranging from $600,000 to 
$800,000 in each of the next five 


















































nutritional support can easily be given 
as part of the diet 


Ovaltine provides a wealth of essen- 
tial factors which aid the body against 
the detriment of various stresses. And 
Ovaltine’s chemical and mechanical 
blandness combined with good taste 
make it especially valuable in many 
bland diets. 

Ovaltine is a soothing, nourishing, 
well-tolerated beverage that’s ideal 
for use in many stress states where 
stimulating beverages are usually 
contraindicated. 

Patients like Ovaltine hot or cold, 
at any time of the day. 


Ovaltine’« 


Three servings of Ovaltine and milk provide: 







MINERALS VITAMINS 
*Calcium...... 1.12 Gm. ‘Vitamin A......... 3200 1.U. 
Phosphorus... .940 mg. ‘Vitamin D.......... 420 1.U. 
. oeroygaace 12 mg. *Ascorbic acid... .. 37.0 me. 
Copper........ 0.7 mg. es 1.2 mg. 
lodine......... me “Riboflavin. .... 2.0 mg. 
Fluorine....... 0.5 mg. Pyridoxine..... . 0.5 mg. 
alt.......0.006 mg. Vitamin Biz. .......5.0 meg. 
Sodium. ...... mg. Pantothenic acid.....3.0 mg. 
Chlorine... ...900 mg. *Niacin...... . 6.7 meg. 
Magnesium. . . .120 mg. Folic acid.......... 0.05 meg. 
Manganese... .. 0.4 me. Choline............ 200 mg. 
Potassium. . . .1300 mg. i eccscayapess 0.03 mg. 


MOU seabinkone 2.6 mg. 


*Nutrients for which daily dietary allowances are recom- 
mended by the National Research Council. 





The World’s Most Popular Fortified Food Beverage 
The Wander Company, 105 W. Adams St., Chicago 3, IIl. 
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years. The housing of this expanded 
research activity will require a 
minimum of one additional floor of 
space in the new building. Dr. Alan 
Treloar, the director of research, 
outlined the expanding program to 
the delegates. 


The first question of the after- 
noon session when it was thrown 
open for discussion came from Jack 
A. L. Hahn of the Methodist Hos- 
pital, Indianapolis, who asked, “Is 
it because of expanded research 
activities or higher building costs 
that the additional money is 
needed?” To which Mr. Brown re- 
plied, “I think it’s both. The ex- 
panded research projects play a 
very definite part in forcing us into 
a new situation.” 


Return on May 18 


Before delegates left, a standing 
vote was taken on three questions: 
(1) Should they return on May 18 
to vote on whether the Association 
should go ahead with the 17-story 
building (this received an almost 
unanimous vote) (2) Should they 
return May 18 to consider a 50 per 
cent assessment for four years to 
pay for the building (this received 
a majority vote) and (3) should 
they return to vote on the advisa- 
bility of a fund-raising campaign 
(this received a majority vote). 


They also approved three amend- 
ments to the by-laws: (1) to admit 
as members the personnel of clinics 
and dispensaries (2) to establish the 
Hospital Research and Educational 
Trust and (3) to provide that the 
immediate past president be an of- 
ficer, performing the duties of the 
president whenever the latter is un- 
able to do so and serving as chair- 
man of the committee on coordina- 
tion of activities. 


Dr. Snoke said, as the delegutes 
prepared to disperse, that the board 
felt the recommendations put before 
them were “sound” and that it was 
essential that the delegates discuss 
them “clearly and completely.” He 
added, “We don’t want anyone to 
feel railroaded or pressured.” 


“T’ve been impressed that you 
have met here on a ticklish, com- 
plicated problem, with a division of 
opinion, as expected, but with a 
singular lack of rancor and argu- 
ment,” he concluded. 8 


HOSPITAL MANAGEMENT 





6. 








LETOURNEAU 


Continued from page 51 


cutting an opening into the lower 
arteries and suturing the end of the 
graft into these openings. 

Edwards and Tapp have reported 
some excellent results from the use 
of this graft. An example of the 
completed graft, in place, is shown 
in (C). 


Advantages 


The authors claim for the nylon 
grafts the following advantages: 

1. Grafts of various lengths and 
diameters can be made readily 
available. 

2. The tubes may be sterilized by 
autoclaving. 

3. They are very easily handled 
and sutured. 

4. The incidence of thrombosis is 
low, even in small vessels. 

5. Little blood loss occurs 
through the tube after im- 
plantation. 

6. They are flexible to 180 de- 
grees without obstruction; 
therefore, they can be used 

a) in flexion areas, groin, 
popliteal space; and 

b) as a_ by-pass _— graft 
around an obstruction. 

Reports of these surgical results 
are stimulating and, like all new de- 
velopments in medicine, they have 
an important influence upon the 
services that hospitals will be re- 
quired to provide. Hospital admin- 
istrators should be alert to the fu- 
ture possibilities of this develop- 
ment in surgery. 

Whether it is the arterial homo- 
graft that will ultimately be ac- 
cepted as the better procedure or 
whether synthetic fibers will pre- 
vail is something that is too soon to 
predict. Arterial replacement tech- 
niques are still in their infancy and, 
indeed, are scarcely out of the ex- 
perimentation state. 

Unless a hospital is actively en- 
gaged in a research program con- 
cerned with this type of surgery, it 
would seem unwise at this stage for 
administrators to rush out and 
equip their hospitals with freeze- 
drying apparatus for the sole pur- 
pose of replacing arterial grafts. 
They would be better advised to 
wait and see what happens to the 
synthetic grafts. = 
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more and more automatic controls 
as they become available or as 
needed. 
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The idea of paying today to elim- 
inate maintenance costs tomorrow 
will continue to be accepted among 
far-sighted hospital administrators 
and hospital engineers. Only by do- 
ing this will hospitals be able to cut 
maintenance costs down to size. & 
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™ VOLUNTARY HEALTH insurance now 
pays more than 25 percent of the 
total annual expenses for all per- 
sonal health services incurred by 
both insured and uninsured per- 
sons in this country, Health Infor- 
mation Foundation reports. z 


HE* 


s In the past eight years, the pro- 
portion of the nation’s total medi- 
cal expenses met by voluntary 
health insurance has _ increased 
three times as fast the proportion 
of Americans holding such insur- 
ance, according to Health Informa- 
tion Foundation. a 
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OFFERS 2 GREAT POTATO PRODUCTS 


Famous Idaho quality 
in each quick-frozen 
piece, packed 6 bags 
to carton (32 Ibs.) for 
easy portion control. 
Make 210 or more 
servings per carton 
with steam chest or 
kettle. Also excellent 
for hash browns. 


QUICK FROZEN 


Dry milk solids are 
added to this quality 
Simplot product for 
even richer flavor. 
Your preparation time 
shortened by the ric- 
ing process. 6 bags 
per 30-lb. carton 
make 175 generous 
servings. Complete in- 
structions in each case. 


QUICK FROZEN 
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Monthly Menus 


Wednesday 


Thursday 





Friday 
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] Apple raspberry juice 2 Apricot nectar ; 3 Bananas in cream 
Hot or ready to eat cereal Hot or ready to eat cereal Hot or ready to eat cereal 
Crisp bacon Scrambled eggs ina egg 
Pecan roll Toast oas 
Breakfast : 
e e e 
Cranberry coated ham slice Breaded veal cutlet Golden crusted peach-tartar 
Sweet potato surprise Riced potatoes sauce 
L n h Buttered peas Carrots in cream Buttered potato balls 
unc Citrus fruit pinwheel salad Lettuce wedge-French dressing Swiss chard 
Pompadour pudding Peppermint stick ice cream emo salad : 
ingerbread cup cake 
e e . 
Celery soup Vegetable soup 
Dinner Spaghetti with meat sauce Grilled luncheon meat Tomato clam soup 
Mixed greens; oi! and Baked potato Cheese rarebit with bacon 
vinegar dressing Tomato watercress salad Julienne vegetable salad 
Royal Anne cherries Orange chiffon tart Pineapple crunch 
8 Grape juice 9 Orange slices 10 
Hot or ready to eat cereal Hot or ready to eat cereal —— — ‘ ; 
French toast Link sausage iot or ready to eat cerea 
i inut 
Breakfast Preserves Swedish igo Reormprdhe xg 
Spanish pork chop Chicken fricassee 
Mashed potatoes Egg noodles Baked stuffed bass 
Summer squash Fresh asparagus spears Buttered crumb potatoes 
Lunch Red and white cabbage salad Green bean-radish salad Pimiento wax beans 
Lemon custard in graham Fruited gelatine- Wilted lettuce 
cracker crust marshmallow sauce Melon ball dessert 
* e e 
° Bouillon Dixie chowder Split pea soup 
Dinner Ham and cheese turnover Lamb and vegetable casserole Sardines on toast-cheese sauce 
Duchess potatoes Carrot and raisin salad Shoestring potatoes 
Vegetable salad Strawberry short cake- Krispy relishes 
Date bar whipped cream Cake top orange pudding 
15 Kadota figs 16 Sliced bananas 17 Pineapple juice 
Hot or ready to eat cereal Hot or ready to eat cereal Hot or ready to eat cereal 
Canadian bacon _ Poached egg Scrambled egg 
Breakfast Butterscotch biscuit Toasted roll i Toast 
e + 
Pot shader Mock chicken legs en 
ot roast of be Whipped potatoes aked trou 
Chantilly potatoes Harvard beets Parsley buttered potatoes 
Lunch Grilled tomato half Celery cabbage French spinach mound 
Cheese ball salad Ice cream sundae Orange endive salad 
Peach cobbler Raspberry sponge 
+ 
c } oe 
French onion soup 
° Consomme madrilene Frizzled beef on rusk Lentil soup 
Dinner Turkey salad sandwich Baked Idaho potato Smoked salmon 
Lyonnaise potatoes Shredded lettuce- Potato croquettes 
Waldorf date salad Russian dressing Strawberry aspic ring 
Gelatine cubes Cream puff Fruit bars 
22 Citrus fruit juice 23 Stewed rhubarb 24 Purple plums 
Hot or ready to eat cereai Hot or ready to eat cereal Hot or ready to eat cereal 
—" egg Omelet — cakes 
Breakfast - a — +s 
e 
Broiled spring chicken Baked salmon with lemon slice 
Roast stuffed veal Mashed potatoes Escalloped potatoes 
Parsley buttered potatoes Cream style corn Broccoli 
Lunch Peas and carrots Radish roses-celery curls Ambrosia salad ; 
Beet relish salad Refrigerator cheese cake Marmalade bavarian 
Butter pecan ice cream 
e@ e 
A 
Hot vegetable juice Alphabet soup 
° Oxtail soup Cold sliced roast beef Egg salad sandwiches 
Dinner Savory meat loaf Potato salad Hash browned potatoes 
Potatoes au gratin Piccalilli Tomato stuffed with cottage 
Fresh fruit salad Old fashioned strawberry cheese 
Ice box pudding shortcake Whole peeled apricots 
29 Grape juice 30 31 Orange slices 
Hot or ready to eat cereal vail fo a f — to eat cereal 
Omelet adota figs rench toas 
Toast Hot or ready to eat cereal Preserves 
Breakfast Link sausage 
e Toasted English muffins e 
Beef roast Curried shrimp and rice 
Oven browned potatoes Individual meat pie New green beans 
Lunch Summer squash Julienne carrots Peach half with cheese 
Beet and egg salad Orange watercress salad Chocolate marshmallow roll 
Norwegian prune pudding Raspberrv ice 
* 
& * 
Cream of asparagus soup 
Di Bouillon Creole soup Hot devilled eggs-tomato 
inner Swedish meat balls Cubed steak sandwich wedges 
Creamed diced potatoes Potato chips Cottage potatoes 
Mexican salad Celery cabbage Wilted endive 
Grapenut custard Cherry pinwheel-lemon sauce Fruit cocktail 
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Saturday 


Sunday 
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Monday 


Tuesday 





4 Baked rhubarb 5 
Hot or ready to eat cereal 
3 minute egg 
Toast 
e 


Braised short ribs of beef 

Browned potatoes 

Zucchini, creole 

Avocado salad-Roquefort 
dressing 

Cranberry bread pudding 


Mushroom bisque 
Pork tenderloin 
Whipped potatoes 
Fiesta salad 

Apple Betty deluxe 


Grapefruit sections 6 
Hot or ready to eat cereal 

Crisp bacon 

Blueberry muffins 


Roast chicken-gravy 
Browned rice 

Whole kernel corn 
Asparagus cucumber salad 
Frosted strawberry cup 


Cream of spinach soup 

California fruit plate with 
cottage cheese 

Fresh asparagus tips 

Pocketbook roll 

Chocolate pudding 


Applesauce 7 
Hot or ready to eat cereal 

Baked egg 

Toast 


Smothered steak 

New potatoes with chives 
French style green beans 
Orange date salad 

Pecan bars 


Chilled fruit juice 

Toasted cheese - ham rollup 
Cottage potatoes 

Tomato endive salad 

Fruit compote 


Kadota figs 
Hot or ready to eat cereal 
Poached egg on toast 


Cushion roast of lambd 
Potato souffle 

Garden peas 
Lettuce-herb dressing 
Cherry cobbler 


Creole soup 

Jellied veal loaf 
Lattice potatoes 
Stuffed celery salad 
Butterscotch charlotte 





1 Pineapple tidbits 1 2 
Hot or ready to eat cereal 
Scrambled egg 
Toast 


Yankee pot roast 

Golden brown potatoes 
Sauteed okra 

Tomato watercress salad 
Peach nut custard 


Vegetable soup 
Stuffed green pepper 
Cubed carrots 

Citrus fruit salad 
Silver cup cake 


Fresh berries 13 
Hot or ready to eat cereal 

Bacon curls 

Walnut coffee cake 


Braised sirloin tips- 
mushroom sauce 

Potato cakes 

Frozen broccoli 

Chutney relish 

Strawberry ice cream sundae 


Noodle soup 

Tongue and cheese sandwich 
Potato sticks 

Frozen fruit salad 

Oatmeal cookies 


Grapefruit half 14 
Hot or ready to eat cereal 

Griddle cakes 

Syrup 


Calves liver with bacon 
Delmonico potatoes 
Creole celery 

Cabbage and carrot slaw 
Caramel sponge 


Swiss potato soup 
Hamburg pattie 
Cornbread krisp 
Tossed salad greens 
Rhubarb cream tart 


Apple juice 

Hot or ready to eat cereal 
Shirred egg 

Toast 


Beef a !a mode 
Browned potatoes 
Diced beets 
Fresh fruit salad 
Coconut wafers 


Corn chowder 

Canadian bacon 

Lima bean casserole 
Madedoine salad 

Fruit whip-custard sauce 











18 Raspberry juice 19 
Hot or ready to eat cereal 
Bacon curls 
Raisin toast 


¢ 
Stuffed flank steak 
Franconia potatoes 
Cauliflower au gratin 


Apple grapefruit pinwheel salad 
Rhubarb pudding 


Bouillon 


Orange tidbits 20 
Hot or ready to eat cereal 

Oven French toast 

Jelly 


Chicken, Southern style 
Buttered noodles 

Fresh green limas 
Banana nut salad 
Lemon lime sherbet 


Potato pimiento soup 
Salisbury steak 


Fruit nectar 21 
Hot or ready to eat cereal 

3 minute egg 

Toast 


Roast leg of lamb, currant jelly 
Potatoes rissole 

Wax beans 

Apricot macaroon salad 
Chocolate ice box cookies 


Vegetable beef soup 
Assorted Luncheon meats 


Grapefruit half 

Hot or ready to eat cereal 
Crisp bacon 

Orange coffee cake 


* 
Hawaiian ham slices 
Mashed potatoes 
Summer squash 


Chiffonade salad 
Banana cream pie 


Consomme with parsley 





Meat pie with biscuit topping Corn pudding Baked potato Chicken a la king on noodles 
Vegetable relish salad Indian relish Tomato escarole salad Golden glow salad 
Golden cake Fresh berries in cream Baked rice pudding Cornflake pudding 

5 Orange juice 26 Baked apple 27 Grapefruit segments 28 Stewed apricots 
Hot or ready to eat cereal Hot or ready to eat cereal Hot or ready to eat cereal Hot or ready to eat cereal 
Poached egg Canadian bacon Scrambled egg 3 minute egg 
Toast Danish coffee twist Toast Toast croutons 


Meat balls-mushroom sauce 
New potatoes 

Julienne green beans 
Tossed salad greens 

Cherry roly poly 


Chilled fruit juice 

Chicken sandwich on toasted roll 
Dutch potato salad 

Broccoli 

Apricot whip 


Broiled lamb chop 

Mashed potatoes 

New whole carrots in cream 
Tomato aspic salad 
Pineapple ice cream 


Vegetable soup 

Assorted meat and cheese plate 
French fried potatoes 

Cole slaw 

Pear halves 


Roast fresh ham 
Candied sweet potatoes 
Fresh peas 

Fruit layer salad 
Blueberry pudding 


Split pea soup 
Grilled weiners 
Lima bean casserole 
Garden salad 

Fresh fruit 


Country style round steak 
Potatoes in jackets 

Sliced beets in orange sauce 
Tossed salad greens 

Date nut torte 


Clear tomato soup 
Shepherds pie 

Brussels sprouts 
Pickled crabapple salad 
Angelfood cake 








Beef 
Turkeys 


Eggs 
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Potatoes 
Onions 


Halibut 


Canned Purple Plums 


Peanut Butter 


Milk and 
Other Dairy Products 


Canned Freestone Peaches 


Frozen Strawberries 


Dry Beans 
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COMMUNICATION: 
Inhibitor or Catalyst? 


™ COMMUNICATION happens when 
one person succeeds in getting 
through to another individual or in- 
dividuals. The successful communi- 
cator arouses the respondent’s in- 
terest and stimulates his thinking. 
But he also affects the recipient’s 
point of view. Of course the most 
effective communication transpires 
when both parties affect each 
other’s thinking and a new under- 
standing or exciting thought has 
been _ conceived. Communication 
really is a very simple word. It be- 
comes complex only when and if 
we cloud the basic concept with 
sociological or semantic double-talk: 

Communication is an art. Its skills 
are basic and important but only as 
tools to release and fashion the im- 
pulses of our hearts and minds. As 
human beings we have been en- 
dowed with the desire to reach out. 
We have been equipped with the 
mind and ingenuity to devise lan- 
guage to express ourselves and to 
understand another’s emotions and 
thoughts. Communication may even 
be non-verbal; frequently the most 
immediate and effective communi- 
cation is achieved in spite of or 
without words. 


Vital Force 


In any institution — a _ hospital 
or school or factory or department 





This article has been adapted from a talk 
presented at a general session of the Wis- 
consin State Nurses’ Association Conven- 
tion. The author has addressed Tri-State 
Hospital sessions, participated in panel dis- 
cussions sponsored by the AHA, and serves 
as a consultant to Schools of Nursing. A 
non-nurse, Miss Lockerby has developed the 
course in Communication at the St. Luke's 
Hospital School of Nursing and recently has 
been appointed Chairman of Communica- 
tion at the Presbyterian-St. Luke's Hospital 
School of Nursing. 
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store — communication is vital. No 
institution can function without the 
technical apparatus to maintain. 
lines of communication. Those lines 
may be mechanical — the tele- 
phone, teletype, dictaphone and so 
on. Or those lines may be organiza- 
tional: the vertical or horizontal 


flow of directives, conference hours, ~ 


committee activity, formulation of 
policy, personnel relationships, pub- 
lic relations, etc. The more complex 
the nature of the service to be ren- 
dered, the more intricate and in- 
volved the system seems to need 
to be. The workers who operate in 
this maze must be alert and arti- 
culate if they are to perform their 
respective jobs well. 

In a hospital where the aim and 
scope of all the work to be done de- 
pend upon the foibles and human 
stamina of its clients, communica- 
tion must be more than mechanical, 
far from routine. The treatments 
and the medications are therapeu- 
tic. But less tangible and more elu- 
sive measures must be taken to 
really care for and reanimate any 
hospitalized patient. The course of 
one patient’s feeling and thought 
about the hospital as an institution 
and the nurse as the living symbol 
of its function and service will il- 
lustrate this point. 

The patient is mythical. Certainly 
not typical. For there is no typical 
patient. And this mythical man is 
as individual as they come. He is a 
fast talker. A fast thinker. He has 
to be. He’s in the advertising game. 
He writes the copy that convinces 
you and me that a cigaret tastes 
good. In the office, at home, on the 
links, he’s terrific. Plays the course 
in par. 

Then one Thursday afternoon, he 
doubles up with a sudden, sharp 
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and stabbing pain. He gulps two 
aspirin. They dissolve instantly. Just 
as advertised. But that doesn’t seem 
to matter now. The pain sharpens— 
hot and blinding and unnerving. By 
this time, his secretary is mildly 
solicitous. Finally — much against 
his will (or voiced objection for 
inwardly he’s scared sick) she calls 
a doctor. A physician, whose office 
is in an adjoining building, comes. 
Efficiently, professionally the pa- 
tient is examined. Then, in a sym- 
pathetic but firm tone of voice, the 
doctor states that the patient should 
enter the hospital for observation. 
He'll make all the arrangements. 
Now the doctor must return to his 
office. As soon as office hours are 
over, he'll come to the hospital. Un- 
til he gets there, a member of the 
house staff will attend the patient. 
The door closes quietly. The patient 
is on his own. 

His secretary buzzes to ask if she 
may come in. Yes, of course. Shall 
she put a call through to Mr. Huck- 
ster’s suburban residence? No, his 
wife won’t be at home until ‘ive 
at the earliest. Are there memos 
to be dictated to clients? No, that 
won't be necessary. With the week- 
end coming up, there'll be plenty 
of time on Monday to get caught 
up. He’ll be in then as usual. (.\c- 
tually the patient wants to tal! to 
his wife to reassure her and him- 
self by phoning from! the hospital. 
As for memos, he can’t concentrate 
on them now. But he certainly 
can’t admit that. Not him! He’s 
never at a loss for words. He’s the 
one who makes the split-second de- 
cisions. ) 
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Impressed by Surroundings 


By the time Mr. H has been ad- 
mitted to the nursing unit, he has 
been interviewed by “admissions” 
and escorted to his room. What has 
happened to him during the hour 
that all this has transpired only in- 
tensifies his anxiety and fear. This 
is a new, an unknown world. Here 
— the slick copywriter, the adver- 
tising wizard no longer functions. 
All he wants and needs are human 
consideration and reassurance. His 
orbit has been reduced to a persist- 
ent pain, complete dependence up- 
on the physician’s decisions and 
sympathetic and professional nurs- 
ing care. 

By the time the physician makes 
rounds, the nurse will have suc- 
ceeded in making him very very 
comfortable and completely relaxed. 
She will have briefed him on his 
part in this amazing organization 
of workers whose sole aim is to help 
him. And he will be so relieved 
and so sure that this hospital bed 
is the most comfortable place in 
the world to be — that is for the 
next few days — that by the time 
his doctor stops by and Mrs. Huck- 
ster comes, Mr. H will be talking 
his usual slick patter to both of 
them. And the “pitch” will be that 
these nurses and the hospital 
“team” are really the greatest. But 
the greatest hospital service that 
no amount of money can even begin 
to buy. And all the hopped-up copy 
in the business never can tell the 
hospital story. The team tells the 
story. The team in action. And 
that’s what counts. 


No matter what the ultimate di- 
agnosis and prescribed treatment, 
no matter how few days or how 
many weeks Mr. H is hospitalized, 
he will have had the most reassur- 
ing experience in this world. He will 
know, from first-hand experience, 
that a hospital is a complex insti- 
tution. He will be convinced that in 
spite of the interdependence of de- 
partments and personnel and ad- 
ministrative functions, he, the pa- 
tient, is the focal point. And, as an 
expert in consumer motivation, he 
will realize that the most effective 
means of giving the public what it 
needs are predicated on a_ basic 
knowledge of and genuine interest 
in the individual. 


But with all of Mr. Huckster’s 
wizardry with words, he is not half 
as skilled as a nurse in the art of 
communication. For she instinctive- 
ly knows when to talk and when 
to listen. (He never has time to 
listen. And his only concern for 
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the client’s response is motivated 
by reports on market research, con- 
sumer opinion, etc.) The nurse in- 
tuitively knows how to talk to him 
in his own language and how to ex- 
plain technical procedures in words 
he will understand. The nurse can 
talk with and understand his phy- 
sician too. Actually, she may have 
to interpret some of the physician’s 
bedside comment to the patient who 
simply doesn’t recognize the medi- 
cal terms he’s hearing. 


The nurse is equally as helpful 
in talking with Mrs. Huckster who 
is worried. But she must not betray 
her concern to him. She appreciates 
the time the nurse takes to talk 
with her. She knows how valuable 
that time is. From the _ visitor’s 
lounge, she has observed the activ- 
ity at the nurses’ station. She real- 
izes that every “on duty” minute 
is charged with the tension created 
by a constantly changing situation. 
She understands the energy it takes 
to work with and for other people 
and to cope with the problems such 
human relations generate. As an 
interested observer, Mrs. Huckster 
realizes that the coordination of 
people and services in a hospital is 
in itself a minor miracle. And she 
marvels at the high standard and 
human quality of the care each pa- 
tient receives. Whether she senses 
the significance of communication 
as a catalyst in this dynamic opera- 
tion really doesn’t matter. 


Nurse is Expert 


In any hospital, the bedside nurse 
is the person who must be en- 
dowed with the ability and sensi- 
tivity to communicate with the pa- 
tient and his family. For she, among 
all the hospital employees, devotes 
more time and shares more lonely 
moments with the patient than 
either his intimate family or visit- 
ing friends. To give good nursing 
care, she also must be able to func- 
tion as a teacher, an interpreter, 
reporter, executive, and public re- 
lations’ officer. The public, the pa- 
tient, the hospital administrator un- 
consciously demand more sustained 
communicative skill from her than 
any other employee. Yet rarely, if 
ever, do any of these people real- 
ize the catalytic nature and vital 
contribution of the art of communi- 
cation in renewing a patient’s health 
and restoring his peace of heart and 
mind. 

The nurse usually is working with 
a stranger whom she must imme- 
diately understand better than he 
understands himself. And in addi- 


tion to creating immediate “rap- 
port”, she must inspire his confi- 
dence and trust in order to give 
efficient and effective nursing care. 
Her words, her voice, her sympa- 
thetic ear, her perception and in- 
tuition instill the confidence a pa- 
tient must have before he can co- 
operate and respond to medical 
treatment and nursing care. 

No walkie-talkie, no “inter-com” 
system, no telecast images will ex- 
pedite or improve patient-nurse 
communication. Only her natural 
way of creating and sustaining mu- 
tual understanding and trust will 
effect the patient’s recovery. There 
is no synthetic substitute for such 
a catalyst. a 
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ray requests, diet information and 
several other duties which involve 
all of the service departments of the 
hospital. Sometimes a patient re- 
quires information from two or 
more departments. A patient may 
report to this desk after having a 
physical examination with a slip for 
an X-ray appointment and a re- 
quest for a special diet, as well as 
a request for another appointment, 
in which case it is necessary to him 
to wait until answers are received 
on all of these requests. If the nurse 
had to leave her station and visit 
the other departments, it would be 
but a short time until this depart- 
ment became hopelessly bogged 
down in an impossible situation. 


Levelling Effect 


In industry the term “level work- 
load” is common: it means a 
steady, uniform amount of work 
throughout the day to eliminate the 
peaks and valleys. Pneumatic tubes 
contribute greatly in establishing 
a system of a uniform rate of work. 
When messengers are used, they 
usually operate on a fixed time 
schedule and when they arrive will 
bring a considerable amount of 
work. The tubes, by their very na- 
ture, cannot carry anywhere near 
the amount that the messenger 
can; rather, they bring small 
amounts of work at frequent inter- 
vals which tends to level out the 
workload. 

The tube stations are available in 
a variety of styles depending on the 
specific application and decor. In 
some cases, exposed stations are 
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: sterilizing i 
Le “BUILT-IN” inioator 
A. T. 1. 


- ster Line 


- BAG 


now with 

T new improved 
STERILIZATION 
INDICATOR 


The steriLine Bag, with its exclu- 
sive ‘‘built-in’’ Indicator is now 
improved to give even more accu- 
rate assurance of the sterility of 
needles, syringes and smali instru- 
ments. A new, more sensitive 
Indicator has been perfected. This 
new Indicator is Purple in color. it 
changes to Green only after the 
proper combination of time, tem- 
perature, and steam have been 
achieved in your autoclave. The 
new Purple Indicator on the steri- 
Line Bag has several advantages: 


1. When it has changed to Green 
all hospital personnel will know 
that the contents of the bag 
have been autoclaved. — 


2. It will not react to temperature 
alone, either in the autoclave or 
in storage. 


The steriLine Bag, itself, made of 
high, wet-strength paper with. 
steam-proof glue insures safe, 
sterile handling of your needles, 
syringes and small instruments. 


‘Use steriLine Bags as thousands 
of hospitals re now: doing. 


send for 


FREE SAMPLES [8 
and prices 





write Dept. HM-5 


ASEPTIC-THERMO 
INDICATOR COMPANY 
11471 VANOWEN STREET 
NORTH HOLLYWOOD, CALIFORNIA 
makers of STEAM-CLOX, COOK-CHEX 
and other sterilizing Indicators. 
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used in places where the walls or 
partitions are of such type con- 
struction that they cannot be en- 
closed or where hospital layout 
is of such a nature that future 
changes are contemplated. Totally 
enclosed stations are frequently 
used where changes are not antic- 
ipated and the partitions are of 
such a nature that they lend them- 
selves to the enclosed type of con- 
struction. 

There are a couple of items of 
caution that should be noted when 
a tube system is being considered: 
1) the size of the system. It would 
seem advisable to visit several hos- 
pitals which had different sizes of 
systems before making a decision. 
The reason for this is that in many 
cases the director or administrator 
has a specific application in mind 
for a tube system. However, after 
it is installed, he learns that it 
could be used for many other ap- 
plications than the one originally. 
intended; 2) location of the station 
in a room. Frequently stations are 
located in a room without regard to 
how the furniture is to be placed. 
This may seem to be planning to 
an extreme, however, it is well 
worth the time when plans are be- 
ing made so that it is not necessary 
for a person to walk across the 
room from his desk to the station 
each time a message is sent or re- 
ceived, or to find that the station 
is located in a wall at just the spot 
where it would be most desirable 
to put a desk; 3) location of the 
tubes in a wall with relation to a 
patient’s bed. Tubes create noise, 
which, if not considered at the time 
of installation, can present a serious 
problem. There is one instance in 
which a tube system must be shut 
off in the evening if a particular 
hospital room is occupied because 
the noise is disturbing to the pa- 
tient. These things can be over- 
come in the planning stages either 
by installation or location and are 
worthy of consideration. 

Another point of particular inter- 
est to those responsible for an 
older hospital, is the fact that it 
is possible to convert a convention- 
al central desk system to an auto- 
matic switch system. This is a com- 
paratively new idea but can be 
done by merely adding equipment 
and utilizing the tubes that are in- 
stalled. 

Tubes are very rapidly becom- 
ing standard equipment in hospi- 
tals today with every indication 
that they will become increasingly 
more popular. There is still some 
thinking, however, that a system 
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is in the ranges of minor equipment 
and is not being given its proper 
consideration at the time of the 
planning stage. A tube system is a 
major operating tool and if they 
are considered as such in the plan- 
ning phase, they will pay dividends, 

a 
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ways and means for developing and 
improving employee-employer reja- 
tions; to be a catalyst constantly 
sponsoring the responsibility of su- 
pervision for the welfare of em- 
ployees under their direction. The 
personnel officer does the “leg 
work” and “paper work”; many 
times not receiving appropriate 
credit for a job well done because 
the actual application of the idea is 
effected by operating supervision. 
This in no way detracts from the 
responsibilities or importance of the 
personnel office. The need for keep- 
ing abreast of rapidly changing pat- 
terns and current developments in 
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. so busy we had to install re- 
volving doors.” 


the field is a tremendous task. All 
the information gathered by per- 
sonnel and all the good ideas and 
suggestions are of little practical 
value unless translated so they «an 
be adopted by management. ‘Ihe 
personnel office has a gigantic task 
to screen and prepare this material 
for use. 

A written personnel policy per se 
is inadequate to achieve a successful 
program. A good policy is impor‘ant 
and useful, but it is only a part of a 
much larger program, the success 
of which essentially is depenent 
upon the social maturity and prac- 
ticability of the motivating phi- 
losophy and the honesty of the in- 
tent. 8 
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Workmen place lightweight porcelain enamel laminated- 
insulated panel between specially designed mullions to 
complete curtain wall. The prefabricated, factory-finished 
panels lend themselves to fast erection techniques and low 


labor costs. 


= PORCELAIN ENAMEL, once confined 
to the kitchen and bathroom, has 
now gained wide acceptance as one 
of the most colorful and economical 
building construction materials. 
Used primarily for laminated-insu- 
lated curtain wall panels, it is rapid- 
ly replacing brick, stone and con- 
crete building exteriors. Today, the 
industry has developed a $50 mil- 
lion building construction market— 








which it hopes to double in the next 
two years. 

Why porcelain enamel? Because 
the material had to be both fire-re- 
sistant, permanent and adaptable to 
low-cost-labor erection techniques, 
prefabricated metal panels became 
the order of the day. Porcelain 
enamel got into the act because 
steel now can be protected from 
corrosion and coated, to be given 


=. 
* a } 
ey we 
oa 


The recently completed $3 million First Security 
Bank Building in Salt Lake City features more 
than 75,000 square feet of ribbed and patterned 
curtain wall panels less than two inches thick. 


Prefabricated Porcelain Metal Products 
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any other color than metallic grey. 
Porcelain enamel steel and alumi- 
num panels are not only available 
in an almost limitless variety of 
colors, but they have the virtues of 
being lightweight, thin, permanent, 
highly insulating, adaptable to pre- 
fabrication and fast erection tech- 
niques, and require almost no main- 
tenance. = 





Modern Medical Care 
Facilities 


" THE NOVEMBER (1956) issue of 
“Progressive Architecture” contains 
a section on modern medical care 
facilities illustrating the broad 
range of facilities required for to- 
day’s health care: two group-prac- 
tice clinics; (one affiliated with a 
large hospital, one unaffiliated); a 
dental school; a home for the aged; 
two 25-bed hospitals. Each facility 
is shown in both photographs and 
simple line drawings. 

The two small hospitals demon- 
Strate differing approaches to the 
problems posed by hospitals of the 
Same size within the same state, 
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and for this reason, if no other, de- 
serve study by administrators. One 
hospital has been planned with ap- 
parently little concern for the fu- 
ture; the other has been built so 
that expansion can be had with no 
disruption of functional relation- 
ships. 

The private “doctor’s clinic” in- 
corporates a philosophy now widely 
adopted in such units but, as yet, 
only rarely considered in the con- 
struction of out-patient departments 
for the medically indigent. The pa- 
tient’s needs were obviously con- 
sidered in the planning; and every 
attempt made to approach a “pri- 
vate office” atmosphere: there are, 
for example, several small waiting 


rooms, rather than a single large, 
necessarily impersonal one. And the 
relation of the x-ray and clinical 
laboratories to the clinic as a whole 
has been well worked out. 

The entire section is introduced 
by an address delivered by Dr. E. 
M. Bluestone before the New York 
Chapter of the A. I. A. in which he 
stresses, as only he can, the im- 
portance of integration: integration 
of the hospital with its environment, 
and integration within the hospital 
of all patient-services — special, 
general, “chronic”, “acute”, private, 
charitable. 


Sigmund L. Friedman M.D. ® 
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specific, intelligent effort to promote 
his own health and to make the 
most of his natural endowments. 
But the amount of time any physi- 
cian can spend with a patient is 
limited. Therefore, we must take a 
lesson from our years of public 
health education. We must help the 
physician to instill into the patient 
the desire to cooperate in preserv- 
ing his health, in building up his 
health resources. Then we must 
take the next step and begin to de- 
velop a whole new structure of at- 
titudes toward health and hospital 
services within the community. In 
a very real sense it is much like 
the challenge of the fight against 
pellagra, polio, cholera and the host 
of other diseases against which we 
have fought successful campaigns. 
Except, in this case, the battle is 
not so dramatic. It is not so much 
a battle against the attack of dis- 
ease, as it is a battle to create a 
better way of life. Therefore, all 
of us — the physician, the hospital 
administrator and his staff, the 
hospital association, the medical so- 
ciety, the health department, the 
community and the patient himself 
— all of us must cooperate in the 
effort. But the initial leadership, the 
inspiration and direction, must 
come from the physician and the 
hospital. 


Rehabilitation Team 


Take, for example, the coordina- 
tion of rehabilitation services. The 
rehabilitation team may include the 
family physician, nurse, physical 
therapist, occupational counselor, 
religious leader, the patient’s fam- 
ily and employer. The hospital and 
the health department should work 
side by side to provide the neces- 
sary personnel and to coordinate 
the services of other agencies. Ev- 
ery physician should understand 
the need for the wide range of 
services in rehabilitation and the 
benefits they can bring to his pa- 
tient. The hospital can take the 
leadership and responsibility for 
bringing together this variety of re- 
habilitation elements and help them 
develop a sound working relation- 
ship. The hospital can provide the 
same kind of help to all patients 
who need services of other agen- 
cies, and thereby widen the orbit 
of its own influence on the im- 
provement of individual and com- 
munity health. 

The challenge of the times ex- 
tends also to State and Federal 
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health agencies, including the 
United States Public Health Serv- 
ice. As the Surgeon General has 
said, our major responsibilities are 
leadership, research, assistance, and 
training. But in the final analysis, 
this new concept of health which 
includes expanding outpatient serv- 
ices, shortening the stay of the pa- 
tient in the hospital, encouraging 
coordination of services with nurs- 
ing homes, rehabilitation centers, 


and other community health serv- ~ 


ices, and promoting the importance 
of health maintenance, must be es- 
tablished as a way of life by the 
physician and the hospital. 


Health Concerto 


It might be said that they are 
like the solo instruments in the per- 
formance of a great concerto. To- 
gether and separately they work to 
develop the basic theme. Through 
this unity of effort, between the 
solo instruments and the instru- 
ments that make up the orchestra, 
the theme of the composition is re- 
vealed to us. 

With similar unity of purpose and 
endeavor, we can bring to the peo- 
ple of this Nation far greater bene- 
fits from the health services now 
available. We can bring new under- 
standing of the great range of serv- 
ices in store for them and enlist 
their support in the pursuit of these 
services. We can establish “free- 
dom of opportunity for good health” 
as “a basic human right” for all. = 
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told her she could take care of her 
own baby. She welcomed the con- 
tinued contact with the family so- 
cial case worker since the latter 
had kept a close contact with the 
baby and his foster parents and 
could help Mrs. Miller in her new 
role. The family worker had been 
in close contact with the medical 
social worker also so she under- 
stood what Mrs. Miller’s physical 
limitations were. While in the hos- 
pital these had been carefully dis- 
cussed with Mrs. Miller and the 
family case worker could help her 
in adapting to them after the pa- 
tient returned home. 

Mrs. Means was found to have 
tuberculosis following a diagnosis 
of tuberculosis meningitis in her 
six-month old baby. The baby was 
in a children’s hospital and the 
mother was sent to a tuberculosis 





hospital. Three other children were 
sent to relatives in another state. 

There were many areas of social 
work help in this complex situation 
but the main services involv=d 
helping Mrs. Means accept tthe 
medical decision that the baby 
could not live. The medical social 
worker helped her overcome her 
feelings of guilt from her conv'c- 
tion that she was responsible jor 
the baby’s illness. 

Since she was afraid that the re- 
latives could not afford to care {or 
her other three children, she was 
assured that financial resources 
were adequate for their care. She 
was urged to take care of herself, 
since self sacrifice for her children 
had been her pattern prior to her 
hospitalization. 

Mr. Means had been imprisoned 
and was of no help. Mrs. Means 
naturally was very angry with him 
for leaving her alone at this difficult 
time and she swore she would 
“never have anything to do with 
him again.” 

Mrs. Means baby did die. She 
was able to remain in the hospital 
and her husband, released from jail 
the day of the baby’s death, was 
able to take over complete respon- 
sibility for funeral arrangements. 
She said later that she had been 
able to see through this most diffi- 
cult time of her life mainly because 
she had had an opportunity to talk 
out her problems and carry out her 
plans through the help of the social 
worker. 

The medical social worker had 
twelve interviews with the patient, 
kept the medical staff aware of the 
patient’s situation, and had numer- 
ous contacts with social service at 
the children’s hospital. The worker 
also contacted the jail regarding the 
husband’s release, had joint inter- 
views with the patient and her hus- 
band, and, at their request, made 
a referral to a family agency to try 
to work out a plan to bring ihe 
children back to their home. 

A complex situation? Yes. An 
extreme example? Perhaps. But an 
example that illustrates full use of 
the training of the medical sovial 
worker, expensive, time-consuming 
training and education that should 
not be “frittered” away distribu‘ ing 
pajamas. 

When specialized training nd 
professional “know-how” are ‘ost 
in a maze of non-casework duties, 
a social worker’s job can be one 
of indignation, procrastination 2nd 
frustration. But a properly function- 
ing social worker’s job is fascinat- 
ing and rewarding. 8 
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ADDED FEATURE: 


Section with convenient weights and 
measure charts. 
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YOUR “ENCYCLOPEDIA” OF PHARMACEUTICAL FACTS—AN EXCLUSIVE McKESSON SERVICE 


The McKesson Hospital Reference Book is the most convenient, 
most complete buying guide for every drug and pharmaceutical 
need in your hospital. It is the only one of its kind. It is 
kept up-to-date. 


Over 200 hospitals served as a panel in compiling 
McKesson’s list of a// manufacturers’ products. To save your 
time, it is in three sections, each arranged alphabetically: 


Part 1 — All products, with prices 
Part 2— Listing by manufacturers 
Part 3— Listing by therapeutic class 


An added feature this year—special section with convenient 
weights and measures charts. 


With the McKesson Hospital Reference Book you can find 
what you want instantly— without poring through many cata- 
logues. And as a follow-through, McKesson will give you 
delivery —fast—of even rare drugs and pharmaceuticals. 





Serving America’s Hospitals 
BETTER...by MCKESSON 








@ Complete Hospital Service— Over 4,000 American Hospitals 
now use McKesson’s new, complete hospital services. Let 
your local McKesson Hospital Representative show you 
how McKesson can simplify your buying and ordering— 
from one local source with complete stocks. 


@ “Rex” McKay Service — For latest pharmaceutical informa- 
tion, rely on “Rex” McKay, our Prescription Department 
Specialist. 

@ Hospital Pharmacy Fixture Service—Save steps, save space 
with McKesson’s specialized fixtures designed particularly 
for hospital pharmacies. 


@ Personalized Service—Let the McKesson Hospital Repre- 
* sentative tell you about the personalized service he can offer 
you, tailored to the needs of your hospital pharmacy. 


If you do not have this valuable Hospital Reference Book, send 
the coupon— or ask “‘the man from McKesson” for your copy. 


Hospital Department, McKesson and Robbins, Inc. 

155 East 44th Street, New York 17, N. Y. 
Please send me my free copy of the 1957 McKesson 
Hospital Reference Book. 





Name. 


Position 





Hospital 





Street. 














MAY, 1957 


For more information, use postcard on page 145 137 























Purchasing 























Information for Salesmen 























No two hospitals do things in exactly the same way. Procedures 
differ and a salesman may unwittingly offend because no one had 
informed him. To avoid embarrassment, every hospital should have 
an information leaflet similar to this excellent one published by the 
Norton Memorial Infirmary in Louisville, Kentucky. Mr. Arden 
Hardgrave is the administrator. 


O.D.M. 





Hours: 


The suggested hours for salesmen 
are from 9:30 A.M. to 12:00 Noon, 
Monday through Friday. Appoint- 
ments are available at other hours. 
If it is not possible for a salesman 
to see the Purchasing Agent within 
a reasonable length of time, the sec- 
retary will arrange an interview at 
a more convenient time. 

Salesmen representing Louisville 
firms which may be readily con- 
tacted by telephone are requested 
to limit the frequency of their visits 
to the Purchasing Office to once 
monthly. 

It is advisable that salesmen rep- 
resenting out-of-town firms use a 
postal card to advise of their 
planned visit date. Further, it is 
suggested that contact by telephone 
on arrival in town might conserve 
the time of both the salesman and 
the Purchasing Agent. 


Quotations, Purchase Orders, 
Statements and Invoices: 


Calling cards should be presented 
to the secretary of the Purchasing 
Agent. All official purchase orders 
originate in this office and carry the 
signature cf the Purchasing Agent. 

Order numbers are to appear on 
all invoices, correspondence and de- 
liveries. Any Vendor requested to 
charge a purchase to the hospital 
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without a purchase order number 
should contact the Purchasing 
Agent before granting such request. 
Only the Purchasing Agent has the 
authority to make purchases for 
Norton Infirmary. Payment for any 
purchase charged to this Infirmary 
without the authorization of the 
Purchasing Agent may be delayed 
or refused. 

All invoices are paid on the 10th 
of the month following receipt of 
the goods purchased. All discounts 
shown on the face of the invoice 
will be taken regardless of the dis- 
count period allowed. Payment will 
be withheld on any invoice received 
in advance of the delivery of the 
goods which it identifies, as well as 
all invoices an which adjustments 
are in process. 

Within the limits of practicality 
all purchases are made on the low- 
est bid offered for the merchandise 
or service which is commensurate 
with quality, our needs, usage and 
purpose. 

All quotations will be F.O.B. our 
Storeroom unless specifically pro- 
vided otherwise. All oral quotations 
must be confirmed in writing and 
forwarded to the office of the Pur- 
chasing Agent. 

All reputable firms selling quality 
products which we can use are in- 
vited to bid: addition to the invita- 
tion-to-bid mailing list may be ac- 
complished by written application. 


Use Of Federal Specifications- 
Testing Samples Of Shipments: 


The use of Federal Specifications 
and other recognized specifications 
is employed wherever they can be 
applied to our uses. Samples are 
taken from shipments and are 
checked for conformance to specifi- 
cations by recognized testing lab- 
oratories as a matter of routine. 


Deliveries: 


No visitors other than persons 
having legitimate errands are per- 
mitted in the Storeroom. All deliv- 
eries should bear the purchase or- 
der number clearly indicated on the 
shipment. All merchandise except 
Dairy Products and Fresh Meat and 
Vegetables should be delivered to 
the receiving dock at the rear of our 
East Building. Receiving hours are 
8:30 A.M. to 4:00 P.M., Monday 
through Friday. 

Deliveries on Dairy Products and 
Fresh Meats and Vegetables must 
be made to the Dietary Department 
in the basement of our East Build- 
ing and will be received by the Die- 
tary Receiving Clerk. Receiving 
hours for Dairy Products and Fresh 
Meats and Vegetables are 9:30 to 
11:00 A.M., Monday through Friday. 
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Special Charges: 


Special Delivery or Air Express 
should not be employed unless spe- 
cifically set forth in the purchase 
order. 


Collect Deliveries: 


Norton Infirmary does not accept 
C.0.D. shipments. When purchase 
order terms state that delivery 
charges will be paid by Norton In- 
firmary, the Vendor is requested to 
prepay all transportation charges 
and to itemize such charges on his 
invoices. The Vendor unless other- 
wise specified is expected to choose 
the most direct and economic means 
of transportation. 


Relations: 


Any bonafide salesman, who is a 
representative of a responsible firm 
selling quality products which we 
can use will receive prompt and 
courteous attention in the Purchas- 
ing Office. 

It is hospital policy that salesmen 
are not to contact Department 
Heads without permission of the 
Purchasing Agent. 

It is our desire to establish and 
maintain the best possible Vendor 
relations. We will welcome sugges- 
tions in this direction. 


NORTON MEMORIAL 
INFIRMARY 





Hospital Purchasing Service 
of Pennsylvania 


™ HOSPITAL PURCHASING Service of 
Pennsylvania, sponsored by the 
Hospital Council of Philadelphia, 
held its ninth annual meeting in 
the auditorium in Philadelphia. 

Four officers were unanimously 
re-elected for one-year terms: Mel- 
vin L. Sutley, President; W. W. 
Frazier, III, vice president; C. Rufus 
Rorem, secretary; Lucius R. Wilson, 
M.D., treasurer. 

Also re-elected to the Board of 
Directors for one-year terms: Julia 
E. Amerise, Woman’s Hospital of 
Philadelphia; Elizabeth C. Berrang, 
R.N., Hospital of University of 
Pennsylvania; H. Robert Cathcart, 
Pennsylvania Hospital; Raymond 
Coran, Albert Einstein Medical 
Center; Joseph M. Cuesta, Bryn 
Mawr Hospital; W. W. Frazier, III, 
St. Christopher’s Hospital; Walter 
Ganister, Jefferson Medical Colleg & 
Hospital; Robert Y. Garrett, Jr., 
The Cooper Hospital: Morris F. 
George, Abington Memorial Hospi- 
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tal; Raymond F, Hosford, Lankenau 
Hospital; Leroy T. James, Presby- 
terian Hospital; Henry M. Justi, Jr., 
American Oncologic Hospital; Sister 
Mary S. Robert, O.S.F., St. Joseph’s 
Hospital, Reading; C. Rufus Rorem, 
Hospital Council of Philadelphia; 
Charles J. Seltzer, Jr., St. Luke’s & 
Children’s Hospital; Melvin L. Sut- 
ley, Wills Eye Hospital; W. Allen 
Walton, Memorial Hospital, Rox- 
borough; Lucius R. Wilson, M.D., 
Episcopal Hospital. 

The Hospital Purchasing Service 
is a non-profit membership corpo- 
ration with participation of 52 in- 
stitutions. 50 member-hospitals were 
represented at the Ninth Annual 
meeting. 

The Service was formed to assist 
hospitals in the procurement and 
efficient use of supplies, as well as 
the promotion of acceptable stand- 
ards of quality. The original work- 
ing capital was provided by 25 of 
the founding hospital members, 
through the issuance of 3 percent 
promissory notes. Said notes were 
liquidated in November, 1956 — a 
year ahead of schedule. 

Donald L, Reams, General Man- 
ager of the Hospital Purchasing 
Service, stated “our total sales over 
a 9 year period amount to four and 
a half million” ($4,593,535.48) . 
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® 1D RATHER SEE a sermon than 
hear one any day; 

I’d rather one should walk with me 
than merely show the way, 

For the eye’s a better pupil and 
more willing than the ear. 

Fine Counsel’s oft confusing, but 
example’s always clear. 

And the best of all the preachers 
are the men who live their 
creeds, 

For all to see the good in action is 
what everybody needs. 

I can soon learn how to do it, if 
you'll let me see it done. 

I can see your hands in action, but 
your tongue too fast may run. 
And the lectures you deliver may 

be very wise and true, 

But I’d rather learn my lesson by 
observing what you do. 

For I may misunderstand you and 
the wise advice you give, 

But there’s no misunderstanding 
how you act and how you live. 


—Edgar A. Guest 
Reprinted from Texas Hospitals, 
December, 1956. 
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e - is in the eating of course — and the 
administrator who knows that good food is 
good public relations thinks first about the 
original hot and cold mobile food service, the 
Meals-on-Wheels System. 

Learn how the savings in labor pays for the 
Meals-on-Wheels System. 


Write for full details and literature to: 


Meals.o7 Wheels 


— Qo System 
Dept. AA 

5001 E. 59th S+. 

Kansas City 30, 
Missouri 








Why Do Most 
LABORATORY WASH 
KITCHENS Use 





BIO-LAB 


Tested Lakeseal 
Quality Product 


? 


Send for booklet, ‘Profes- 
sional Cleansing", and learn 
why BIO-LAB and its 
twin BIO-MACHINE are 


unique in their field : : Lake- 


FREE 
and 
USEFUL 


seal technicians have worked 
out efficient pattern for hos- 
pital and laboratory wash 
room techniques. 


FINGER LAKES 
CHEMICAL CO. 


Etna, New York 











Organization 














For more information, use postcard on page 145 

















































Shopping Around 





with Orpha Mohr 





PLASTICS 


by H. F. Borin 


Ratings of Plastics Commonly 
Used in the Hospital Field and 
“Rule of Thumb” for Checking 
Items Made of Plastics. 


1. Vinyl — Opaque Sc 
st} 
(1) Autoclavability — good sto 


(2) Non-toxicity — good 
(3) Tensile strength — fair 
(4) Fire resistance — good 4. 
(5) Stability — good 
(6) Stain resistance — excellent 
(7) Non-odor absorption — 
good 
(8) Resistance to light — fair 
(9) Resistance to cleaning ma- 
terials — good 
(10) Cost — low 
Some hospital items using Vinyl: 
mattress protectors, pillow protec- 
tors, intravenous tubing, water 
proof diapers. 


2. Nylon — Translucent 


(1) Autoclavability — excellent len 
(2) Non-toxicity — good bec 
(3) Tensile strength — excel- 
lent 5 
(4) Fire resistance — fair : 
(5) Stability — good 
(6) Stain resistance — poor 
(7) Non-odor absorption — fair 


Top left: Expendable stomach 
tubing made of Vinyl, 





Top right: Tomac all Nylon sc;ub 
brush. 


Center left: Polystyrene Nar- 
coti-Counter. 


Center right: Polyethylene bed- 
side pitcher and tumbler. Sor 


Gl: 
Bottom left: Fiber glass tray. 
Bottom right: Melamine disiies. 6 





Mr. Borin is Vice President in charge of 
Purchasing and Product Development of 
the American Hospital Supply Corporation, 
Evanston, Ill. 
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(8) Resistance to light — good 
(9) Resistance to cleaning ma- 
terials — good 

(10) Cost — high 
Some hospital items using Nylon: 
scrub brushes, tumblers, tubing 
connectors, needle adapters, emesis 
basins, medicine cups, syringes. 


3. Polystyrene — 
opaque 


transparent or 


(1) Autoclavability — poor 
(2) Non-toxicity — fair 
(3) Tensile strength — fair 
(4) Fire resistance — good 
(5) Stability — good 
(6) Stain resistance — good 
(7) Non-odor absorption — 
good 
(8) Resistance to light — good 
(9) Resistance to cleaning ma- 
terials — fair 
(10) Cost — low 
Scme hospital items using Poly- 
styrene: medicine cups, molded 
storage containers, tumblers. 


4. Polyethylene — Translucent 


(4) Fire resistance — good 
(5) Stability — good 
(6) Stain resistance — fair 
(7) Non-odor absorption — 
good 
(8) Resistance to light — good 
(9) Resistance to cleaning ma- 
terials — good 
(10) Cost — medium 
Some hospital items using Mela- 
mine: dishes, food serving contain- 
ers, water pitchers. 


We use the following “rule of 
thumb” in checking out items made 
of plastic: 

1. Is the basic plastic material 
satisfactory for the intended 
item? 

2. Does the item do the job as 
well or better than the item 
now used? 

3. If disposable, is the cost less 
to use than cleaning and re- 
placement costs of the reus- 
able item? 
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t (1) agp — ‘poor’ a clissold businesspaper 
= (2) Non-toxicity — excellent 105-\West. Adame Stee 3.1m 
(3) Tensile strength — excel- : A 
r lent 
: (4) Fire resistance — good 
(5) Stability — excellent 
(6) Stain resistance — excellent ) Ql i 
(7) Non-odor absorption — H SPITAL PLA 5 
- fair’ and signs for every purpose in 
r (8) Resistance to light — good BRONZE and ALUMINUM 
(9) Resistance to cleaning ma- | 
terials — excellent | 
(10) Cost — low | 
hospital items using Polyethy- About that gross of rubber gloves | THE OPERATING.UNITI | 
t oe emesis basins, urinals, you got et a discount because they | OF THIS HOSPITAL WAS GIVEN | | 
side water containers. were factory rejects! ... . | IN LOVING MEMORY Of | 
; Bil josepH BROWN WHITEHEAD JR | | 
5. Fiber Glass — Opaque 4. If not disposable, does it cost | @ , 
less to use than the existing i a 
(1) Autoclavability — poor item: | eo i : 
| (2) Non-toxicity = Sa 5. Is the technique better? That | SURPRISINGLY LOW COST 
. : : i d it perform better; | Everlasting beauty. Free design service. 
(3) Tensile strength — fair Oe * FP ni 
h (4) Fire resistance — fair take less time to use; etc. —_|_ Hospitals from coast to coast have gotten the 
(5) Stability — good 6. pas it potas ag patient's | best for less because of our unsurpassed facili- 
b (6) Stain resistance — poor comfort or satety: | ties and years of nationwide experience. It will 
| (7) Non-odor absorption — fair | pay you to look over our new catalog, prepared 
(8) Resistance to light — good Sin: bate: especially for our increasing clientele in the 
As (9) Resistance to cleaning ma- This is a summary of a demonstration pre- | hospital field. Why not send for it today...now! 
terials — fair sented to the Hospital Purchasing Agents 
Ls (10) Cost — high Association, Chicago Area, February pene etapa 
Some hospital items using Fiber meeting ’ Dedicatory Plaques 
Glass: trays, dishes. Memorial Pleques 
‘ rays, dishes parse a 
7A new type of Polyethylene called "Sterex" Plaques to Stimulate 
S. ee en Oveque can be autoclaved. This would change the Fund Raising 
; em, rating to good. “Bronze Tablet Headquarters” 
*This new type of Polyethylene called 
of (1) Autoclavability — poor "Sterex" is highly resistant to odor absorp- UNITED STATES BRONZE 
of (2) Nen-toxicity — good tion and rating would be changed to ex- SIGN CO., INC. 
mM, — go cellent. This material will be on the market 570 Broadway, Dept. HM, N. Y. 12, N. Y. 
(3) Tensile strength — good sometime during 1957. Plant at Woodside, L. I. 
iT MAY, 1987 For more information, use postcard on page 145 14] 




















Classified Advertising 





Classified Advertisement Rates 75c per line, minimum charge $1.50. 
Cash with order. Figure all cap lines (maximum two) 33 letters and 
spaces per line; upper and lower case 40 per line. Add two lines for 
box number. Deadline for June issue is April 28. 











POSITIONS OPEN 


POSITIONS OPEN 





Interstate Medical Personnel Bureau 
333 Bulkley Building, Cleveland, Ohio 
Miss Elsie Dey, Director 


ADMINISTRATOR: 140 bed eastern hos- 
pital, private. (b). 60 bed mid-western hos- 
pital. (c) Large specialized hospital, central 
states. (d) Small hospital under construction, 
Southwest. Open June. 


ASSISTANT ADMINISTRATOR: Large 
Sisters’ hospitals, Michigan, Indiana. (b) 
275 bed hospital, Ohio. (c) 150 bed hospital, 
New England. (a) MN hospital, mid-west. 
(e) Nurse Superintendent, Chronic Hospital, 
west. 


ACCOUNTANT: 225 bed_ hospital, Ohio. 
(b) 100 bed hospital, West Virginia. (c) 175 
bed eastern hospital. 


DIRECTORS, NURSING SERVICE: 400 
bed new hospitals, mid-west, south, west. 
southeast. Salary to $7,200. (b) Educational 
Directors. To $6,000. Open August. 


LABORATORY SUPERVISOR: To $6,000. 
(b) Biochemists. (c) Pharmacists. (d) Anes- 
thetists. To $6,000. 


EXECUTIVE HOUSEKEEPER: Large new 
Sisters’ hospitals, east, mid-west. south, In- 
teresting localities. (b) 300 bed New Jersey 
hospital. (c) College graduate. 300 bed teach- 
ing center, southwest. 





LIBRARIAN: Medical Record — Registered. 
To assume charge of Record Room 135 bed 
general hospital. 40 hours. Salary open. Con- 
tact Miss G. A. Cooper, Woman’s Hospital, 
Cleveland, Ohio. 





NURSES-GENERAL DUTY, operating room 
and delivery room. Salary $315 to $351 per 
month plus department premium of $10. Shift 
premium $20 extra per month. Vacation up 
to 4 weeks. Retirement program and Social 
Security. Hospitalization insurance, 40 hour 
week Hospital located on university campus. 
Apply Director of Nursing, Palo Alto Hos- 
pital, Palo Alto, California. 





HOSPITAL SALESMAN 


Well rounded pharmaceutical line consisting 
of injections, capsules, tablets and other im- 
ortant products frequently used by hospitals. 
Well accepted and recognized line tlow used 
by hundreds of leading institutions. Replies 
confidential. Box No. D-2, Hospital Manage- 
ment, 105 W. Adams St., Chicago 3, IIl. 





THERAPEUTIC DIETITIAN—$4160_ per 
year; and Teaching Therapeutic Dietitian— 
$4680 per year. ADA Member. New 500 bed 
hospital. wo weeks paid vacation. Teach 
student nurses, formal classes and clinical 
instruction. Affiliated with Mary Manse Col- 
lege. Contact Personnel Directress, St. Vin- 
S Obi Hospital, 2213 Cherry Street, Toledo 
io. 





ASSISTANT DIETITIAN 375 bed General 
hospital. Duties involve therapeutic diet plan- 
ning, patient contact and general supervision. 
Salary open. Full employee benefits. Apply : 
Director of Personnel, Blodgett Memorial 
Hospital, Grand Rapids, Michigan. 
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SHAY MEDICAL AGENCY 
55 East Washington Street, Suite 1935 
Chicago 2, Illinois 


ADMINISTRATIVE PERSONNEL: (a) 
Administrator. West. 200 bed hospital. (b) 
Assistant Administrator. East. 100 bed hos- 
pital. $5200 plus 5-room apt. (c) Personnel 
Director, East. 300 bed hospital. $6000-$7000. 
(d) Personnel and Public Relations Director. 
Middle West. 450 bed _ hospital. $6500 to 
$7000. (d) Assistant Administrator. Middle 
West. 300 bed hospital. Masters degree in 
hospital administration or equivalent in ex- 
perience. $8000 minimum. 


PHYSICAL THERAPISTS: (a) West. Su- 
pervise dept. 6 employees. 300 bed hospital. 
$5400. (b) Middle West. Large general and 
chronic hospital. $5000. (c) Middle West. 
Experience in cerebral palsy treatment. 150 
bed hospital. $5400 plus maintenance. 


SOCIAL WORKERS: (a) Psychiatric. Men- 
tal Health Center; progressive rogram. 
$5400 minimum. (b) Director of ept. in 
500 bed hospital. Good opportunity $5400 
start. (c) Medical Social Worker. South. 
$6200. (d) East. Head dept. in large mental 
hospital. $6000. 


DIETITIANS: (a) Chief. Middle West. 150 
bed hospital in college town. $6000. (b) 
Chief. Middle West. 50 bed hospital. $5400. 
(c) Administrative. Middle West. 350 bed 
hospital, fully approved located in city of 
150,000. $5400. (d) Therapeutic. Middle 
West. 125 bed bionpiess in college town. $5400. 
(e) Chief. 3 assistants. 250 bed hospital; will 
be expanded to about 500 this year. $60 00. 


NOTE: We can secure for you the position 
you want in the hospital field, in the locality 
you prefer. Write to us for an application— 
a postcard will do. ALL NEGOTIATIONS 
STRICTLY CONFIDENTIAL. 





DIETITIAN: Immediate opening at 200 bed 
General Hospital in the Detroit area, for 
qualified Dietitian; 5 years working experi- 
ence or ADA membership preferred; starting 
salary $5597.76 per year; excellent employ- 
ment benefits. Contact Personnel Department, 
Pontiac General Hospital, Pontiac, Michigan. 





REGISTERED MEDICAL RECORD LI- 
BRARIAN to head Department in new 
teaching hospital located in Midwest college 
town. 200 beds at present but with facilities 
to expand to cover 400 beds. In reply state 
training, experience, and salary desired. Ad- 
dress: Hospitals, Box 666, University of Mis- 
souri, Columbia, Mo. 





NURSES: Central Service, O.R. and Re- 
covery Room, acute general and special sur- 
gery. Starting salary $3,500. Regular in- 
creases; diff. afternoon, nights. Also advanced 
positions in education & <ervice. Full infor- 
mation — Write: Supt. of Nurses, Goldwater 
Memorial Hospital, New York. N. Y. (Mu. 
8-3500) 





POSITIONS WANTED 





POSITIONS OPEN 





ZINSER PERSONNEL SERVICE 
Anne V. Zinser, Director 
Suite 1004 — 79 'W. Monroe 
Chicago 2, Illinois 


We have splendid openings for Directors oi 
Nurses, Instructors, Supervisors, Dietitians 
Medical Technicians, Staff Nurses. If you 
are looking for a position, write us. 








WELL-EDUCATED, MATURE lady with 
excellent business and hospital public rela- 
tions experience seeks hospital public rela- 
tions position in non-urban area. Write: Box 
E.-2, ospital Management, 105 W. Adams 
St., Chicago 3, Ill. 


INSTRUCTOR FOR NURSES’ AIDES: 
General Hospital treating men, women and 
children. 128 adult and pediatric beds plus 24 
bassinets. 40-hour week. Salary open. Apply 
Director-Woman’s Hospital, 1940 East 101s: 
St., Cleveland 6, Ohio. 





POSITIONS WANTED 





Interstate Medical Personnel Bureau 
333 Bulkley Building, Cleveland, Ohio 
Miss Elsie Dey, Director 


CONTROLLER: Or Business Manager. 10 
years experience 300 bed Ohio hospital. 
Available May. Fine record. 


ASSISTANT a ig a ey egg Pod odk 

NACHA. Age: M.S. Degree, Hospital 

Administration. Major: Accounting—Finance, 

ore college. 5 years experience, 275 bed 
. Y. hospital. 


PERSONNEL DIRECTOR: B.A. Degree. 
Experienced Guidance Counselor. 3 years 
Medical Service Officer, US Army. 


ADMINISTRATOR: Age: 34 years. M.H.A. 
Degree, western university. 4 years Assistant 
Administrator. Past 3 years Administrator, 
125 bed mid-western hospital. 


NURSE ADMINISTRATOR: MACHA. 4 
years Assistant Administrator, 300 bed 
Maryland _ hospital. 6 years hospital superin- 
tendent. Interested in building programs. 


EXECUTIVE HOUSEKEEPER: House- 
keeping training, large Pennsylvania hospital. 


5 years experience, 300 bed hospital. Any 
locality considered. 


TECHNICIAN: Chief X-ray. Prefers 200- 
300 bed hospital, west coast or south. Availa- 
ble July. 








LOOKING 


. « - for A JOB, 
AN EMPLOYE, 
SOME EQUIPMENT 
OR SOMETHING? 


HERE'S HOW to find what you want, 
or to sell what you want to liquidate, 
provided it has anything to do with 
the hospital field: Just tell the hos- 
pital world about it in the Classified 
Columns of HOSPITAL MANAGE- 
MENT. 
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OUR 6ist YEAR Cardiac Monitor 


WOODWARD ® THE RISK OF sudden death at sur- 


ledical Personnel Bureau gery has been reduced through the 
development of a new instrument 
by scientists and doctors at the 
Hines, ‘TH:, Veterans: Administration 
hospital, 

Called a “Cardiac Monitor,” the 
transistorized device permits con- 
tinuous and instantaneous monitor- 
ing of the heartbeat during surgery 


FORMERLY AZNOES 


POSITIONS OPEN 


ADMINISTRATORS: (a) Medical; medical = es 
scht affil 325 bd hosp; $16,000; MW. (b) and for use during non-surgical 
Adm, 530 bd JCAH hosp; req’s HA degree, emergencies. 


and good experience; $20,000; MW. (c) 


Outstanding facility; 325 bd hosp; staffed The meter warns the doctor that 


by Dipls; univ city; $20-25,000; South At- the heart is not workin r rly 
lantic. (d) Adm capable directing entire of- 4 8 P bate y 
fice staff; report dir to med dir; 200 bd genl and that remedial steps are indi- 
hosp; E. (e) Med or non med: dir rehabili- cated 
tation program, 7 hosps; report dir to EXC . 
committee; new post; Igé univ city; MW. Standard electrocardiograph elec- 
(f) Small genl hosp, just opened, early °57; 
lovely coll twn, So. Calit. (g) Assistant; trodes are strapped on the fore- 
hosp now expndg 300 bds; req’s good exper * . 
& hosp degree; must be able to assume 90% arms of the patient. These pick up 
of adm duties; about $12,000; MW. the cardiac impulse and feed it into 
the machine. This impulse is ampli- 

POSITIONS WANTED fied by the transistor circuit and 

ASSISTANT ADMINISTRATOR: B. S. _ indicated on a meter. 
2 . . 

(bus adm), M. S. (hosp adm) yrs, hosp Controls consist of amplitude and 


accntg; 3 yrs, ofc & cred mgr, 150 bd hosp ; f q : 
yrs hosp res; currently, asst dir, 1000 bd fidelity knobs. A phone jack is pro- 


med schl affil hosp; seeks asstshp, hosp 300 a . . 
bds up; any locality; early 30's; excel rec- vided should it be desirable to feed 
om! mendations ; Nominee, ACHA. the heartbeat into a recording de- 


ASSISTANT ADMINISTRATOR: | B.A., vice or headphones. 


H.A., 5 yrs, Prod control, expediting; The use of transistors and small 
since "53, adm res, adm asst, 300 bd genl re F 
hosp, seeks asst adm, genl hosps 150 bds up; batteries makes the unit portable. 


preters South, SE, middle 30's. It is housed in a 6x5x4 inch alumi- 


ASSISTANT ADMINISTRATOR: 5. yrs num case that is equipped with a 


trng, univ hosp includ 2 yrs tchg, bus coll; : : 
Pag ee rel; 2 yrs, adm res, 2 yrs, Fag agen The total er 
tchg coordination, same hosp; seeks tchg is ounds. e power su con- 
hosp, 300 bds up; early 30's; prefers MW. . P P . PP'Y 

sists of four standard-sized flash- 
ASSISTANT ADMINISTRATOR: BA; light batteries. 
MHA; yrs adm res; 3 yrs, adm asst, 800 bd & 
univ hosp; beautifully trnd & now seeks & The monitor has been successful- 


is ready to assume more responsibilities ; pre- 
fers all areas west of Mississippi; middle 20's. 


ly tested at Hines. It has provided 
an immediate diagnosis of irregular 
heart action and may anticipate 
stoppage of the heart. It has even 








been able to provide monitoring of 
FLA. BAIRD ASSOCIATES the heart rate during profound 
LIMITED shock when the patient was clini- 
MANAGEMENT CONSULTANTS cally pulseless. 
Toronto 5, Ontario 299 Davenport Road The cardiac monitor may be 
Chicago 11, Illinois 612 North Michigan Avenue especially useful during cases of ex- 
New York 1,N.Y. 10 West 33rd Street F ° 
treme shock as it provides accurate 

















PROVED BETTER... 


O;-der from your surgical, hospital 


or pharmaceutical supply house 


manufactured by the 
SANITARY PAPER MILLS,“ Inc. 
East Hartford 8, Conn, 
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information that the heart is still 
functioning even though the blood 
pressure and pulse may not be de- 
tectable. This should prevent un- 
necessary opening of the chest for 
cardiac massage, Instead, the doc- 
tor can initiate: other measures to 
return the blood pressure and cir- 
culation to normal without loss of 
valuable time in trying to assure 
the correct diagnosis. 

Nurses, technicians, and even 
non-medical rescue personnel can 
operate the monitor readily because 
of its simple design and mechanism. 

While the monitor was developed 
to give an instant picture of the 
heartbeat as an aid to the surgeons 
and anesthesiologists in a large gen- 
eral hospital, it might be of even 
greater value in the small hospital 
or for use during dental anesthesia, 
when a qualified anesthesiologist is 
less likely to be available. 

The device was designed and de- 
veloped at the radioisotope, medi- 
cal and surgical services of the 
Hines, Ill., VA hospital by Theodore 
Fields, M.S., Dr. Ervin Kaplan, Dr. 
Bernard Abrams, Dr. Robert Simp- 
son, Dr. Archer Gordon, and Joseph 
Kenski, E.T. a 











A SUCCESSFUL OPERATION 


For the past three years the ‘Hospital of the 
Year’ awards have gone to hospitals which 
have successfully used the original ‘‘Meals-on- 
Wheels System’’. These hospitals chese Meals- 
on-Wheels System as part of their successful 
operation for they know that a hospital is 
judged by the food it serves. Before you de- 
cide, you shculd know more about the system 
that pays for itself in more ways than one. 


For complete details write now to: 


Meals-on-Wheels 
System 


Dept. BB. 
5001 E. 59th St. 
Kansas City 30, 

Missouri 





For more information, use postcard on page 145 143 























Canada Grants Aid 
To Health Services 


® FEDERAL GRANTS of more than 
$180,800 under the National Health 
Programme, in support of improved 
health services in several provinces, 
were announced recently by the 
Minister of National Health and 
Welfare, Mr. Paul Martin. 

The Minister said a hospital con- 
struction grant of $40,953 will help 
Victoria General Hospital, Halifax, 
to develop an outpatient and metab- 
olism section. A hospital construc- 
tion grant of $9,000 will help pro- 
vide space for eight beds, operating 
room and other facilities at the 
Union Hospital at Montmartre, Sas- 
katchewan, a cancer control grant 
of $9,777 will aid in setting up a 
diagnostic and therapeutic clinic in 
the Sherbrook, Quebec, Hospital, 
and a general public health grant 
of $5,840 will assist in the establish- 
ment of a glaucoma clinic at Vic- 
toria Hospital, London, Ontario. 

Other federal contributions to the 
development of the public health 
field, announced by Mr. Martin are: 
grants of $8,675 and $8,086 respec- 
tively to the Connaught Laborato- 
ries, University of Toronto, for stud- 
ies on anti-genicity of polio vac- 
cine in humans and a_ vaccine 
against tuberculosis: $5,626 to the 
University of Western Ontario, for 
research related to air pollution by 
fungal spores in connection with 
allergic diseases; $6,856 to Queen’s 
University, Kingston, Ontario for a 
study on the role of fibrin in devel- 
opment of arteriosclerosis, and $6,000 
to Ontario for short training courses 
for medical rehabilitation personnel. 
Reprinted from the Canadian Week- 
ly Bulletin. & 


The Human Touch 


® THE HUMAN TOUCH as a guide for 
supervisory actions: 

H — Hear him 

Understand him 

Motivate him 
Acknowledge him 

Notify him 


Train him 
Open his mind 
Use him 
Counsel him 
H — Honor him 

Remember, the Human Touch 
depends on you. 
From a talk by Mr. Cloyd Stein- 
metz, Director of Training, Reyn- 
olds Metals, Louisville, Ky. Re- 
printed from the Bulletin of the 
Alabama Hospital Association. #8 


aco Z2rzc 
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Reprints 


The following reprints, in limited 
which have appeared, are avail 


Their cost is nominal. Right reserved to limit quantity whil: 


supply lasts. 
Please order by number, enclos 
order, check or coin. 
10c 
1. Architectural Therapy 


2. Ten Commandments of Good 
Communication 


. Joint Commission on Hospital 
Accreditation — Medical Rec- 
ords 


. Know What Your Funds are 
Producing 


. On the Subject of Convalescent 
Care 


. Staffing at the Administrative 
Level 


. Floor Cleaning is More than 
Sanitation 

. This Recovery Room Solved our 
Problems 

. The Medical Record Librarian 

. Music Therapy in Rehabilita- 
tion 

. The Administrator and _ the 
Board of Trustees 


. Safe Practice in Oxygen Ther- 
apy 


. Business Machines in the Hos- 
pital Accounting Office 


. Boost Patient Morale 
. Morning Lift 


. The Seven Deadly Sins of 
Trusteeship 


. G.P. in the Hospital 
. Chief of Staff 


. Before You Disclose Informa- 
tion in Medical Records 


. The Physical Therapist 


. The Pharmacy Committee 
Serves 


. Nosocomial Infections 


. After-peeling Discoloration of 
Potatoes 


. The Art of Persuasion 


. Why Not a_ Clinico-Pastoral 
Program 


quantities, of feature article: 


able in easy reference form 


ing exact amount — mone, 


Each 
Rex Whitaker Allan 


Kenneth B. Babcock, M.D. 
Louis Block, Dr. P.H. 

E. M. Bluestone, M.D. 

Ray E. Brown 

C. H. Clark 


Donald E. Gilbert 
Dabney P. Gilliland 


Esther -Goetz Gilliland 
Emanuel Hayt, LL.B. 
John A. House 


S. David Kaufman, CPA 
Sanford Kotzen 
Arnold S. Lane 


Charles U. Letourneau, M.D. 
Charles U. Letourneau, M.D. 
Charles U. Letourneau, M.D. 


Charles U. Letourneau, M.D. 
Charles U. Letourneau, M.D. 


Kenneth R. Nelson, M.D., 
Charles U. Letourneau, M.D. 
C. K. Himmelstach, M.D. 


Charles U. Letourneau, M.D. 


Karla Longree, Ph.D. 
Louis J. Lonni 


A. E. Maffly, FACHA 
Newell E. France, MHA 


(Continued on page 147) 
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Servec 


1 
18 
35 


NAME 
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STREET 
city 

MAIL 5 


MAY, 








Reprints — 
(continued from page 144) 


26. The Role of the Hospital 


Trustee Today J. H. Means, M.D. 


27. The Problem of Emergency Charles U. Letourneau, M.D. 
Service 


28. How Large and Small Hospi- 
tals Keep Proper Pharmacy 
Records Ruth C. Moote 


2%. Blood Bank Operation Edward J. Morrison 


30. The Growing Influence of Hos- Charles U, Letourneau, M.D. and 


pital Accreditation Donald Boehme, M.S.H.A. 
1. How Central Service Grows Eva Noles, R.N. 


2. Pharmacy Service in Smaller 
Hospitals 


3. Why Do we Need to Unite? 


34 “Timesaving” Plan for Clinical 
Services George O. Schecter 


35. Caring for Patients with Pro- 
longed Illness 


36. Hospital Chaplain’s Prayers 
Gain Favor with President 


37. The Variable Height Bed 


38. How Much Work is Done in 
Your Laboratory 


39. Hospital Administration 
40. Single or Multiple Dose Con- 
tainers William Whitcomb 


41. What are the Reasons for 
Nursing Service Turnover? 


Daniel F. Moravec 
Anthony J. J. Rourke, M.D. 


Harvey Schoenfeld 


The Reverend Louis W. Sherwin 
Harold E. Smalley, MSIE 


D. Hugh Starkey, M.D. 
Captain J. E. Stone 


Louis Hough, Ph.D. 


42. How to Organize a Hospital 
Credit Union 


43. How Pharmacy Facilities were 
Improved at Peter Bent Brig- 
ham Hospital 


John F. Wight 


Norbert A. Wilhelm, M.D. 


44. Hospitals are People Cleveland Rodgers 


25c Each 


101. Planning and Furnishing an 
Operating Suite Herman Berber 
102. This Thing Called Color Roy Johnson 
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To pack your overnight bag or 
suitcase for an extended trip, place 
sheets of tissue paper between 
clothes and keep your garments 
wrinkle free. 

e 

When artificial flowers become 
soiled, place them in a paper bag 
with a handful of table salt and 
shake bag so that salt goes over 
flowers. They come out refreshed 
looking and clean. 

6 

When all your casseroles with 
covers are in use and you have a 
recipe that calls for a “covered 
casserole”, use aluminum foil sealed 
tightly around a square cake dish 
or any other pan that will take the 
heat of the oven. 

e 

A dash of salt added to egg whites 
beats them up in half the time. 
When baking a cake add a bit of 
the salt the recipe calls for to the 
egg whites instead of adding more 
salt. 

a 

A cloth-wrapped yardstick effi- 
ciently cleans many hard-to-reach 
places, such as under low-built fur- 
niture and behind and inside radi- 
ators. 

* 

Short tacks are difficult to fix in 
corners, so force them through a 
small strip of paper and the paper 
is held instead of the tack. Mrs. 
Mike Silver has found that there 
will be no more bruised finger nails. 

* 

Save wear and tear on heels and 
toes of silk or nylon hose by rub- 
bing these portions with a small 
piece of beeswax. 

8 


A little glycerine rubbed over 
freshly cleaned windows or mirrors 
will prevent them from clouding 
over in damp or foggy weather. 
This also applies to wearers of eye 
glasses, especially when they are 
baking or washing over hot water. 

a 

To keep woolen blankets soft and 
fluffy, wash them in soapy water, 
also rinse in soapy suds — soap 
will disappear when dry. 


Horse Sense 

A horse can’t pull while kicking, 
This fact I merely mention. 

And he can’t kick while pulling, 
Which is my chief contention. 

Let’s imitate the good old horse 
And lead a life that’s fitting; 

Just pull an honest load, and then 
There'll be no time for kicking. 
From “The Voice of Hillcrest”, De- 
cember, 1956. 
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the 
ever-open 
door 


America’s hospitals can take just pride in their 
excellent record of helping guard the Nation’s 
health. Night or day, good weather or bad, year 
in and year out, our hospitals stand always 
ready to save a life or minister aid with the 
finest of facilities. 


Behind the ever-open hospital doors are 
skilled teams of nurses, medical technicians, 
housekeepers, workmen, volunteers, and many 
others. These members of the hospital team, 
together with the medical staff, are all dedicated 
to providing the ill or the injured person with 
the best possible health care. 


In behalf of the insurance companies which 
now provide health insurance protection to 
more than 60 million persons in the United 
States, the Health Insurance Council takes 
great pleasure in saluting America’s hospitals 
and all members of the hospital team during 
National Hospital Week. 


The HEALTH INSURANCELRDMYL UD 


The Health Insurance Council serves the hospital and medical fields as a central source 
for information and assistance in connection with health insurance written by insurance companies. 


for you... we have a new booklet entitled SIMPLIFIED CLAIM FORMS. Address your request to Health Insurance Council, 60 John Street, New York City. 
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Product News and Literature 





Clean Dish Truck 


® THE DISH TRUCK is stainless steel, with double-strength uprights, extra braces at points of stress, 
reinforced dish shelf, and rugged, easy-rolling ball-bearing casters assure years of service. De- 
signed for maximum convenience and utility, dish trucks are loaded and unloaded from one side 
only, Dividers are omitted so that any size or combination of dishes can be easily handled. There 
is also extra storage and carrying capacity on the lower shelf. 


Noiseless Trash Can 


® THIS TRASH CAN is ideal for hospitals because it cuts down on unnecessary noise. It is made of 
plastic polyethylene and therefore will not rust, or retain odors. Also the can is unbreakable and 
has a lock-lid cover. 


Sked-U-Cal 


™ A KING SIZE, 25 year, reminder-type, wall calendar with changeable monthly calendar cards hav- 
ing big date spaces for eraseable notes. This new calendar is approximately 2 ft. sq. and fills a long- 
felt need for use in hospitals for planning and scheduling jobs, orders, deliveries, due dates, pro- 
grams, meetings. Rigidly constructed and colorfully lacquered backboard of processed wood (ma- 
sonite) designed to hold a complete set of monthly calendar cards and to serve as a channel for 
sliding the cards to left or right, as may be desired. 








Photocopy Machine 


™ A SIMPLIFIED low-cost photocopy machine that produces several copies of any document in one 
minute. The photocopy enables hospitals, clinics, medical and dentist offices to place photocopy- 
ing facilities within a few steps of any office worker and extends the practical use of photocopies 
to even the smallest organization. Anyone who needs copies of correspondence, administrative 
and laboratory reports, records, charts, articles from journals or other documents can make them 
after only five minutes instruction. 


Hypodermic Syringe Racks 


® THESE RACKS are designed to wash, rinse and dry hypodermic syringes automatically and on 
a large volume basis. It eliminates tedious hand-washing of individual syringes and introduces 
this new automatic method of washing a quantity of syringes in efficiently designed racks. This 
new procedure assures extra-clean syringes with little effort. 
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@ NARCOTI-COUNTER keeps a running count of the exact number of narcotics dispensed and releases 
only one tablet at a time. Eliminates repeated unsanitary handling of narcotics and inaccurate dos- 
age due to chipped tablets; saves counting time. Pharmacist fills Narcoti-counter easily and quick- 
ly with any tablet or capsule up to No. 1 size. Each dispenser holds 25 narcotics to facilitate in- 
ventory control in the pharmacy — Narcoti-counters stack one on the other to take up minimum 
locker space. Counter is made of clear, virtually indestructible polystyrene which is easily washed 
or cold sterilized. 


Instrument Washer-Sterilizer 


™ IN THIS MACHINE, from the pressing of a single control button, every phase of the washing-ste:- 
ilizing cycle is electromatically controlled by a motor-driven valve selector. In one operation, in- 
struments directly from a surgical case are pressure rinsed, soaked, scoured in hot detergent bat, 
sterilized in superheated water at 270° F., and flash-dried for immediate re-use or storage. The en- 
tire cycle takes about 15 minutes, during which time the operator is free from other duties. 


Plastic Signs 


™ THESE SIGNS OF integral color and luster are made to harmonize with the interior appointments 
of modern buildings. Gothic lettering, hot stamped in white, stands out against a dark grey plastic 
plate. The signs are molded in sizes to meet the specific needs of the hospital, and in styles for 
mounting either parallel or at right angles to the wall. In use they are rustproof and non-tarnish- 
ing and remain lustrous and new looking indefinitely. 


Food Shredder 


™ THIS Foop shredder shreds fruit, vegetables coarse or fine. It can slice, prepare potatoes, pan- 
cake mix. The suction type base clings tightly to smooth surfaces. A large stainless steel hopper 
handles large or small foods with ease. The interchangeable cutting discs are made from stainless 
steel. Very useful in hospital kitchens. 


H-Shape Bandage 


™ THE BANDAGING of fingers, knuckles and other joints is greatly simplified by the new H-shape 
elastic adhesive bandage. The elasticity and shape of the H-shape bandage simplify the bandag- 
ing of areas subjected to repeated flexure. The bandage is comfortable to wear, and will stretch in 
every direction. 


Individual Radio Pager 


® THE NEW handie-talkie low frequency radio paging system not only individually alerts and in- 
forms the paged staff member anywhere within a restricted hospital, but also does away with the 
necessity of audible and disturbing public address type paging and bell or chime systems. No one 
except the pagee is aware that the message is being transmitted. 
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Narcotic Cabinet Dispenser 


® THE DISPENSER is rotary, driven by a plunger that indexes part of 
the dispenser over the outlet at the bottom of the dispenser. The 
dispenser provides a visual inventory taking method as each is 
numbered to show the remaining contents. As shown in the pic- 
ture the bottles in the bottom of the cabinet also provide visual 
inventory by the same basic method, but do not provide mechan- 
ical dispensing. The cabinet is designed for locking and then being 
locked into a desk or larger cabinet. 


Safety Markers Glow in Dark 


™ WITH NORMAL USE, lasts indefinitely. Glows 6 to 8 hours after 
every 5 minutes exposure to ordinary light (sunlight, daylight, 
lamplight). Used on stairs, on doors and other strategic places 
around the hospital. 


Commercial Refrigeration , 
™ NEW LINE of refrigerators which includes reach-in, pass-thru, 
salad, dough and combination refrigerators. Capacities range from 
22 cu. ft. to 96 cu. ft. and are available in white porcelain or stain- 
less steel or a combination of both. Door locks and hardware are 
heavy-duty commercial type. Condensing units have slide out fea- 
ture for quick cleaning and service. 


Silicone Polishing Cloth 


® CUTS DOWN rubbing work. Ideal for all surfaces. The polishing 
cloth is made of flannel impregnated with 100 percent pure sili- 
cones. It does not contain oils, waxes or other polishes. Silicones 
literally spread themselves, forming a surface that’s dry and 
smoother than glass. Ideal for polishing wood, metal, plastic, tile, 
glass or leather. A boon for better maintenance, the cloth also 
contains a rust inhibitor and acts as an anti-static agent. 


Communication Stand 


™ MADE OF LIGHTWEIGHT steel, the stand is wired for important 
communications equipment such as the dictation instrument. A 
single power cord connects the outlets on the table to a wall plug. 
Desk space is saved, and more important — all office communi- 
cation tools are centered within easy reach! Has a four section 
supply compartment for such every day necessities as the phone- 
book, correspondence folders, and ready reference works. 


Disposable Otoscope Specula 


™ THIS PROCEDURE minimizes the danger of cross-infection; elmi- 
nates the necessity of sterilizing specula and enables the doctor on 
hospital rounds to use a new speculum for each patient without 
having to carry a large number of bulky, permanent-type specula. 
There is no accumulation of soiled specula to carry back to the of- 
fice for sterilization. Patient reaction to seeing a new speculum put 
on the otoscope and thrown away after a single use is said to be 
highly favorable. 
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Needle Holder 


®& THIS HOLDER prevents dulling the needle or damaging the pack- 
age, envelope or tube in which needles are processed. Design 
adapts for speedy handling. The holders can be used with any 
sterilizing technique. 


Cabinet Food Conveyer 


™ THE CONVEYOR has provisions on top for dispensing bouillon 
soups, coffee, or hot water for tea. The cabinet is heated and in- 
corporates a new concept in interior tray racks. This new tray rack 
is adjustable in width, particularly useful for tray spacing. There- 
fore, it permits use of any popular size tray or pan. The cabinet 
is heated with two 500 watt strip heaters and is thermostatically 
controlled. 


Floor Wax 


® THIS FLOOR wax is claimed to combine maximum slip resistance 
with long wear and high gloss characteristics. Its high resistance 
to water permits repeated damp-moppings; luster recover is easily 
obtained by buffing; stripping is quick and easy, and the product 
does not leave stain or build-up. 


High-Speed Laboratory Scale 


® A LABORATORY scale especially designed to reduce normal preci- 
sion weighing time by at least 50 percent is now available. 
Equipped with liquid damping which brings the scale into rapid 
balance, the instrument has a large, easy-to-observe indicator 
which provides direct readings to 100 grams in divisions of one 
gram each. To reduce the possibility of error, a red signal light 
automatically flashes on after each weighing if one or both tare 
weights have not been returned to zero. 


Drinking Fountain 


® DEVELOPMENTS OF new manufacturing techniques and redesign- 
ing, permits substantially lower prices on the complete line of wall 
mounted stainless steel drinking fountains. These newly designed 
drinking fountains retain all of the quality of fine custom fabrica- 
tion and workmanship. A new embossing around the bubbler 
drilling keeps plumbing rough-in completely above the water 
level line and allows the fountains to meet the most rigid sanitary 
codes. 


Wrist Badge Holder 


™® ONE BADGE HOLDER for each person to be monitored and a mont)’s 
supply of film badges are furnished upon receipt of order. Fresh 
badges will be shipped if and when needed for uninterrupied 
service. The badges are numbered individually and placed inside 
the holder, worn for a period of one week. At the end of the week 
the badges are replaced by fresh ones and the used badges are r¢ 
turned. 


a 


' 


Silent Wall Switch 


® A SINGLE-BUTTON, silent wall switch that incorporates new co!- 
cepts in light-switch styling and construction. This switch, a hig'- 
profit switch can be operated by a mere tap of the fingertips, or 
by the elbow if hands are full. Its single-button switching mecha- 
nism mounts in a transparent plexiglas cover which can be snapped 
off so inserts of matching wallpaper or wall colors can be: placed 
behind it. This makes it possible to match the switch to any in- 
terior decorating scheme. 
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Management Aids 





Design Manual 

PERLITE 
= aN 80-pacE volume contained all related specifications, data and detailed Desig 
drawings for complete roof and floor systems, curtain wall back-up and other 
building sections is being offered to architects and engineers by the Perlite 
Institute. The manual is bound in handy loose-leaf form, and there is a mini- 
mum need for cross-reference within the manual since all design data and 
specifications for each system or building component are complete in a single 
detachable unit. 
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Sterile Surgical Blades 


™ AN 8-PAGE BROCHURE describing the sterile stainless-steel blades, is available from American Safe- 
ty Razor Corp. Heat sterilization assures complete asepsis, the blades do not corrode, consistent 
sharpness in every blade. The blades undergo a test by the ASR sharpometer, the instrument that 
measures the sharpness electronically. 


Booklet on Controlling Embezzlement 


™ PRACTICAL METHODS of combatting embezzlements of money, merchandise and other materials are 
described in a 32-page booklet, “Embezzlement Controls for Business Enterprises”, by Lester A. 
Pratt, C.P.A., nationally-recognized authority on fraud prevention. Contains a check list for deter- 
mining the adequacy of a firm’s embezzlement controls. 


New Developments and Uses of Microfilm 


™ THE WIDENING scope of microfilm as an everyday office, engineering department and record 
room work tool for active paperwork is detailed in a 36-page brochure issued by the Filmsort 
Division of Dexter Folder Co. Titled “New Horizons with Microfilm”, the booklet describes the 
conception and growth of the Filmsort system for activating microfilm by mounting it in aper- 
ture cards or jackets; gives details of new equipment, supplies and techniques, and provides 
several pages of case history reports on applications, savings and other benefits. 


Radiology Movie 


= “FIRST A PHYSICIAN,” a non-technical, dramatic, 27-minute color motion picture portraying the 
role of the radiologist on the medical team has been produced by the Du Pont Company, in co- 
operation with the American College of Radiology. The film authentically depicts facets of diag- 
nostic and therapeutic radiology in the finding and treatment of various human ailments and dis- 
eases, including cancer. 


Food Facilities Engineering 


® A BROCHURE ON Food Facilities Engineering covering all types of food facilities is available from 
J. E. Stephens Associates, consultants in this type of hospital planning. The booklet, an excellent 
reference guide, contains several kitchen and food service plans for hospitals and other bulk food 
service organizations. 


Portable Heated Food Cabinet 


® A CATALOG SHEET showing the construction and describing the operational 
features of a portable propane heated food cabinet has been published by 
Crescent Metal Products, Inc. The sheet points up the four drawer capacity 
of the cabinet as being 192 sandwiches or 120 eight ounce cans of dinners or 
soups. No preheating of the contents is necessary. The sheet also shows how 
the gas supply is integral to the cabinet, and illustrates the gas regulator and 
the quick-connect-disconnect safety valve. 
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Consultant’s Notebook 
by E. M. Bluestone, M.D. 


Fenestration in the hospital must 
not only serve the purposes of light, e 
ventilation and a view of the world 
beyond from the inside out; it must 
also permit the passage of anything 
to the patient from the inside to the 
outside which can be brought to 
him helpfully. 

S walls. 
An absent trustee is better than ® 


an absent-minded trustee. 


An extra-mural hospital program 
does away forever with the concept 
of a hospital built like a medieval 
castle, with a moat and drawbridge 
to protect it from the demands of 
the sick who are outside of 











Non-Hazardous septic Ag 
surgical cleanup 


Septic instruments direct from surgery are thor- 
oughly and safely rinsed, scoured, sterilized and 
flash-dried in fifteen minutes for immediate use or 
storage. Post-operative instrument technique is re- 
duced to a complete, one-step, automatic operation 
in which there is no contact with contaminated in- - 
struments. 

The Castle “200” Automatic Washer-Sterilizer 
unit is instantly converted to a Hi-Speed Emergency 
Sterilizer. dll 

Quick-heating Monel single wall construction with Re 


push-button cycle control (manually controlled unit i 





also available) and the Castle Dual Lock Safety Door 
are exclusive Castle features. 





Write for descriptive folder. 


se ‘ p WILMOT CASTLE COMPANY 
1701-D East Henrietta Road ¢ Rochester, N. Y. 
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The ratio of cubic feet of service 
space per bed within the hospitai 
will have to be increased, apart 
from the rapid’ advances in th: 
medical sciences, because mor: 
cubic footage inside will be needex 
to serve patients outside of the hos- 
pital. 

® 

According to present practice i: 
hospitals, it would almost seem a 
if each of them possesses the intui- 
tion to identify the time in each 
man’s life when further efforts a: 
survival may be discontinued. Whe: 
specific treatment fails, is inade- 
quate and has no substitute, medica! 
interest fails, is inadequate and pro- 
vides no substitute. The hospital 
must find a corrective for these re- 
actions. 

e 

A hospital once established, and 
at considerable expense, is a hostage 
to fortune given by its founders. 
This handicap can be overcome to 
some extent by careful planning 
and a ready attitude toward subse- 
quent adjustment. 

e 

When the pressure of hospital 
economics is permitted to influence 
the strategy of medical science, the 
result is an arbitrariness of admin- 
istrative policy which permits us to 
do little more than a segment of 
the whole medical task. 

6 

The physician who waits, what- 
ever the cause of his hesitation, may 
be letting golden opportunities pass 
by. 

e 

The statistical shift from “acute” 
to “chronic”, which is one of the 
by-products of the lengthening span 
of life, is a serious matter in itself, 
but not as serious as our failure to 
cope with it from the social and 
medical points of view. 

a 

Time is an essential ingredient in 
every prescription and where time 
is involved, there must be a cor- 
responding fund of patience as 
matter of established _hospit::! 
policy. 

* 

It is a betrayal of scientific med 
icine to single out one type of p: 
tient for intra-mural hospital ca: 
and then lose track of him aft: 
discharge, often transferring hit 
prematurely. 

& 


No one should wait for death ‘ 
solve social problems, for death is 
an impartial and uncritical arbit« 
which can be constructive and de- 
structive at bewildering turns. & 
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